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AMERICAN  PUBLISHERS'  NOTICE  TO  THE 

NEW  EDITION. 


A  WORK  which  has  passed  through  the  press  six  times 
in  Great  Britain  and  six  times  in  America  can  reasonably 
claim  a  degree  and  length  of  success  which  can  come  only 
from  merit.  Nettleship  fills  a  peculiar  place  in  the  rich 
literature  of  ophthalmology,  as  it  compendiously  answers 
the  needs  of  practitioners  as  well  as  students,  and  is  so 
widely  used  as  to  render  possible  a  price  placing  it  readily 
within  the  command  of  all. 

The  favor  which  it  has  thus  found  among  all  English- 
speaking  nations  has  led  to  still  another  advantage, 
namely,  frequent  revision  and  consequent  fidelity  to  the 
rapid  progress  of  ophthalmology.  The  present  edition  has 
had  the  benefit  of  thorough  revision  not  only  in  England 
but  likewise  in  America.  In  certain  points  the  views  and 
practice  of  American  ophthalmologists  differ  somewhat 
from  those  prevailing  in  Great  Britain,  and,  accordingly, 
bracketed  additions  will  be  found  in  the  text  wherever 
necessary  to  render  it  a  true  exposition  of  American 
practice. 

The  section  on  the  Detection  of  Color-blindness,  with 
which  Professor  Thomson  enriched  recent  American  edi- 
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tions,  has  been  revised  by  him,  rendering  the  work  indis- 
pensable to  railroad  surgeons. 

In  its  new  edition  the  reader  of  this  work  will  there- 
fore find  an  epitome  of  the  best  ophthalmology  of  the 
Old  and  New  Worlds. 

November,  1897. 
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Some  months  ago  the  publishers  suggested  to  me  that  if 
I  were  unable  myself  to  prepare  another  edition  of  this 
work  some  one  else  should,  if  possible,  be  found  who 
would  do  so.  I  was  glad  to  find  that  my  friend,  Mr. 
Holmes  Spicer,  was  willing  to  undertake  the  task,  and  I 
have  only  to  add  that  he  is  entirely  responsible  for  all 
that  has  been  done  to  improve  the  book  and  bring  the 
present  edition  up  to  date. 
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The  aim  of  this  little  book  is  to  supply  students  with 
the  information  they  most  need  on  diseases  of  the  eye 
during  their  hospital  course.  It  was  apparent  from  the 
beginning  that  the  task  would  be  a  difficult  one,  all  the 
more  as  several  excellent  manuals,  covering  nearly  the 
same  ground,  are  already  before  the  public.  That  not  one 
of  them  singly  appeared  exactly  to  cover  the  ground  most 
important  for  the  first  beginner  in  clinical  ophthalmology 
encouraged  me  to  attempt  the  present  work. 

The  scope  of  the  work  has  precluded  frequent  reference 
to  authors,  those  named  being  chiefly  such  as  have  made 
recent  additions  to  our  knowledge  in  this  country.  I  am 
greatly  indebted  to  Dr.  Gowers,  Dr.  Barlow,  and  other 
friends  for  much  information  and  for  many  valuable  sug- 
gestions. My  best  thanks  are  due  to  Mr.  A.  D.  Davidson 
for  his  kind  assistance  in  reading  the  sheets  for  the  press. 

WiMPOLE  Street,  Octobbb,  1879. 
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MEANS  OF  DIAGNOSIS. 


The  following  abbreviations  will  be  used  in  this  work : 

T. 

Tension  of  the  eyeball. 

cm. 

Centimetre. 

E. 

Emmetropia 

mm. 

Millimetre. 

M. 

Myopia. 

D. 

Dioptre,  the  unit  in  the 

H. 

Hypermetropia^ 

metrical  system  of  mea- 

m. H. 

Manifest  hypermetropia. 

suring  lenses ;    a   lens 

l.H. 

Tiatent  hypermetropia. 

whose  focal    length   is 

Pr. 

Presbyopia. 

1  m. 

As. 

Astigmatism. 

y.s. 

Yellow  spot  of  the  retina. 

Aoc. 

Accommodation. 

O.D. 

Optic  disk. 

P- 

Punctum  prozimum  or 

F. 

Field  of  vision. 

near  point. 

V. 

Visos,  acutene.s8  of  sight, 

r. 

Pnnctum    remotisaimum 

power  of  distinguishing 

or  far  point. 

form. 

p.  1. 

Perception  of  light. 

Symbols :  -\-  A  convex,  —  a  con- 

P. 

Pupil. 

cave  lens;  ^foot;  ^^  inch 

m. 

Metre. 

'^'  line. 

CHAPTER  I. 


OPTICAL   OUTLINES. 

1.  Rays  of  light  are  deviated  or  refracted  when  they 
pass  from  one  transparent  medium,  e.  g,,  air,  into  another 
of  different  density,  e,  g,,  water  or  glass. 

2.  If  the  time  occupied  by  light  in  passing  through  a  given 
distance  in  air  be  taken  as  the  time  occupied  in  passing  the 

2  (26) 
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same  distance  in  crown  glass  of  which  ordinary  lenses  are 
made  ia  1.5,  and  for  rock  crystal,  "  pebble"  of  opticians, 
1.66,  such  a  number  ia  the  "refractive  index"  of  the 
substance.  Every  ray  is  refracted  except  the  one  which 
falls  perpendicularly  to  the  surface,  Fig.  1,  a. 

3.  In  passing  from  a  leas  into  a  more  refractive  medium 
the  deviation  is  always  toward  the  perpendicular  to  the 
refracting  surface ;  in  passing  from  a  more  into  a  less 
refracting  medium  it  is  always,  and  to  the  aame  extent, 
away  from  the  perpendicular,  Fig.  1,  b — i  e.,  the  angle  x 
in  the  figure  —  the  angle  y. 


fieCracUOD  by  a  medjui 


4.  Hence,  if  the  sidea  of  the  medium,  Fig.  1,  m,  be  par- 
allel, the  rays  on  emerging  (6')  are  restored  to  their  original 
direction  (6),  and,  if  the  medium  be  thin,  very  nearly  to 
their  original  path. 

5.  But  it,  agin  a  prism,  the  sides  of  m  form  an  angle. 
Fig.  2,  a,  the  angles  of  incidence  and  emergence,  x  and  y, 
Btill  being  equal,  b'  muat  also  form  an  angle  with  b.  The 
angle  a  is  the  "  refracting  angle  "  or  edge  of  the  pri 
the  opposite  side  is  the  "  base."  The  figure  allows  that 
light  is  always  deviated  toward  the  bime.  The  deviation, 
shown  by  the  angle  d,  is  equal  to  about  half  the  refracting 
angle  a  if  the  prism  be  of  crown  glass.     The  relative  direc- 
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tion  of  the  rays  is  not  changed  by  a  prism ;  if  parallel  or 
divergeut  before  incidence,  they  are  parallel  or  similarly 
divergent  after  emergence,  Fig.  3. 


if  object  tty  a  prlam. 


7.  For  very  tliin  priaim  the  deviation  a  and  ?,  Fig,  4, 
remains  the  same  for  varying  angles  of  incidence.  For 
thin  lemeg  this  is  expressed  by  saying  that  the  angle  d.  Fig. 
5,  is  the  same  for  the  rays  at  a  a',  5  b',  and  c  e',  incident  at 
different  angles,  but  at  the  mme  distance  from  theaxia. 
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8.  An  ordinary  lens  is  a  Begnient  of  a  sphere,  plano- 

k convex  or  plano-concave,  or  of  two  spheres  whose  centres 
are  joined  by  the  axia  of  the  lena  (biconvex  or  bicOQcave). 

9.  A  lens  is  regarrled  as  formed  of  an  iuflnite  number  of 
I                  minute  prisma,  each  with  a  different  refracting  angle.    Fig. 

6  allows  two  BUcli  elements  of  a  convex  lens,  the  angle  (a) 
of  the  prism  at  the  edge  of  the  lens  being  larger,  and. 


Rerracllon  the  t 


;  angles  of  Inclden 


i 


therefore,  in  accordance  with  g  5,  refracting  more  than  fi, 
the  angle  of  the  prism  near  the  axia.  If  two  parallel  raya, 
a  and  b,  traverse  this  system  a  will  l>e  more  refracted  than 
b,  and  the  rays  will  meet  at  /.    Fig.  7  shows  the  eorreapond- 
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mg  facts  for  a  concave  lens  by  which  parallel  raya  are 
made  divergent. 

10.  The  only  ray  not  refracted  by  a  lens  is  the  one  pasa- 
ing  through  the  centre  of  each  surface,  compare  §  2,  which 


u 


I 


is  the  principal  axis,  ax.  Fig.  8.  ISeconiiary  oxen  are  rays 
(such  as  8.  ax)  entering  and  emerging  at  points  on  the  lena 
parallel  to  each  other,  and  hence,  see  §  4,  not  altereil  in 
direction  ;  all  raya  which  pass  through  the  central  point  of 
the  lens  are  aecoQtlary  axes,  except  the  pririci]>al  axis. 


11,  The  principal  focus,/.  Fig.  10,  of  a  lens  is  the  point 
where  the  rays,  a  a,  that  were  parallel  before  they  trav- 
ersed the  lens  meet,  after  they  have  passed  through  it ;  the 
deviation  of  each  ray  varying  directly  with  its  distance  from 
the  principal  axis.  Fig.  6. 

But  tbis  is  only  approximately  true.  In  an  ordinary  lena 
the  rays,  a,  Fig.  9,  wLich  traverse  the  margin  are  reflected 
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more,  and  meet  sooner,  than  the  rays  {/))  which  lie  nearer  the 
axis;  and  the  result  is,  not  one  focus,  hut  a  number  of  focL 
"Spherical  aberration"  increftBea  with  the  size  of  the  lena. 
In  the  eye  it  is,  to  a  great  extent,  prevented  by  the  iria,  which 
cuts  off  the  light  from  the  margin  of  the  crystalline  lens. 

FlQ.  9. 


Spberlcal  tbertatlun. 

If  parallel  raya  are  incident  from  the  side  toward/.  Fig. 
10,  they  will  be  focusaed  at  /',  at  the  same  distance  from 
the  lens  aa/;  hence  every  leas  haa  two  principal  foci — 
anterior  and  posterior. 


k 


12.  ThepotA  of  a  ray  passing  from  one  point  to  another 
the  same,  whatever  ite  direction ;  the  path  of  the  ray  b  b'. 

Fig.  10,  is  the  same,  whether  it  passes  from  e'/',  or  in  the 
contrary  direction. 

13,  From  §  7  it  follows  that  in  Fig.  10  the  angles  a  and 
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^^^^  a'  are  equal,  aDd  hence  the  ray  b,  divei^ng  from  ef,  will 
not  meet  the  axis  at/,  hut  at  e*/';  cf  and  c*/'  are  conju- 
gate points,  and  each  la  the  conjugate  focus  of  the  other. 
The  angle  a  or  a'  remaining  the  same,  then  if  cj  be  further 
from  the  lena  c"  /'  will  approach  it.     A  ray  (c]  directed 
toward  the  axis  will  be  focuased  at  c"/",  because  the  angle 
a''^^a;  no  real  conjugate  to  c"/"  exists ;  but  if  the  ray 
start  fron  c"/"  it  will,  on  taking  the  direction  n,  appear 
to  have  come  from  vj,  which  consequently  is  the  virtual 
focus  of  c"  f",  see  §  6. 

14.  All  the  foci  of  concave  lensea  are  virtual     In  Fig. 
11,  a,  parallel  to  the  axis,  is  made  divergent  (see  Fig.  7), 
its  virtual  focua  being  at/;  similarly  cf  is  the  virtual  con- 
jugate focus  of  the  point  emitting  the  ray  6. 

Fig.  11 

15.  In  equally  biconvex  or  biconcave  lenses  of  erown 
glass  tks  principal  foetisf  ia  at  the  centre  of  curvature  of 
either  surface  of  the  lena — i.  e.,  f^  r,  the  radius ;  in  plano- 
convex, or  concave,  lenses/^;  2r, 

16.  Images.    The  image  formed  by  a  lens  consists  of  foci, 
each  of  which  corresponds  to  a  point  on  the  object.    Given 
the  foci  of  the  boundary  points  of  an  object,  we  have  the 
position  and  size  of  its  image. 

In  Fig.  12  the  object  a  b  lies  beyond  the  focus/.     From 
the  terminal  point  a  take  two  rays,  a  and  «',  the  former  a 
secondary  axis,  and  therefore  unrefracted,  the  latter  par- 

^^^^^^^ 
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allel  to  the  principal  axis,  and  therefore  passing  after 
refraction  through  the  prineipal  focus/'.  These  two  rays 
(and  all  others  which  pass  through  the  lens  from  the  point 
a)  will  meet  at  A,  the  conjugate  focus  of  o.  Similarly  the 
focuB  of  the  point  b  is  found,  and  the  real  inverted  conju- 
gate image  of  a  6  is  formed  at  a  b.  Tlie  relative  sizes  rf 
a  b  and  A  b  vary  as  their  diataaces  from  the  lens. 


4 


beal  Inverted  image 


If  (t  6  be  so  far  off  that  its  rays  are  virtually  parallel  on 
reaching  the  lene,  its  image  A  b  will  be  at  /',  and  very 
small.  If  a  6  be  at  /,  ita  raya  will  become  parallel  after 
refraction,  §§  11  and  13,  and  form  no  image.  If  n  6  lies 
between/  or  /'  and  the  lens,  the  rays  will  diverge  after 
refraction,  and  again  will  not  form  an  image,  see  Fig.  10, 

But  in  the  last  two  cases  a  virtual  image  is  seen  by  an 
eye  so  placed  as  to  receive  the  rays.  In  Fig,  13  two  rays 
from  a  take  after  refraction  the  course  shown  by  a  and  a', 
virtually  meeting  at  a,  see  Fig.  10,  vf;  and  an  observer 
at  X  will  see  at  A  B  a  virtual,  magnified  erect  image  of  a  b. 

The  enlargement  in  Fig.  13  is  greater  the  nearer  a  6  is 
to/',  and  greatest  when  it  ia  at/'.  But  as  A  B  has  no  real 
existeoce,  its  apparent  size  varies  with  the  known,  or  esti- 
mated, distance  of  the  surface  against  which  it  is  projected, 
A  uniform  distance  of  projection  of  about  12"  (30  cm.)  is 
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taken  in  comparing  the  maguifying  power  of  different 
lenses. 

When  (I  6  ia  at/'.  Fig.  13,  we  shall  find  on  trial  that  the 
image  A  B  can  be  seen  well  only  by  bringing  the  eye  close 
up  to  the  lens ;  at  a  greater  distance  only  part  of  the  image 


will  be  Been,  and  this  part  will  be  less  brightly  lighted. 
This  is  important  in  direct  ophthalmogcopic  examination. 
Thus  in  Fig,  14  an  observer  placed  anywhere  between 
the  lena  and  x,  receiving  rays  from  every  part  of  a  b,  will 
see  the  whole  image.     But  if  he  withdraw  to  y,  his  eye 


I 


will  receive  rays  only  from  the  central  part  of  a  b,  and 
will  therefore  not  see  the  ends  of  the  object. 

It  is  easily  shown  by  similar  constructions  that  the  imageg 
formed  In/  cotitMne  lensee  are  always  virtual,  erect,  and  dimin- 
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ished,  whatever  the  distance  of  the  object,  Fig,  15.     Com- 
pare Fig.  11. 

17.  The  aize  of  the  image  (whether  real  or  virtual)  varies 
with  (1)  the  focal  length  of  the  lens,  and  (2)  the  distance 
of  the  object  from  the  principal  focus. 


k  en 


(1)  The  shorter  the  focus  of  the  lens,  the  greater  ia  ite 
effect  or  the  ' '  stronger  "  it  is  ;  ike  refraefive  pmver  of  a  leng 
varies  iniiersely  as  its  focal  length. 

(2)  For  a  convex  lens,  the  im^^e,  whether  real  or  vir- 
tual, is  larger — i.  e.,  the  eSect  greater — the  nearer  the 
object  is  to  the  principal  focus,  whether  within  or  beyond  it. 

For  a  concave  lens,  the  image  is  smaller— i.  e.,  the  effect 
greater — the  further  the  object  is  from  the  lens,  whether 
within  or  beyond  the  focus. 

18.  PriflniB.  Any  object  viewed  through  a  prism  seems 
displaced  toward  the  edge  of  the  prlam,  and  the  amount  of 
the  displacement  varies  directly  as  the  size  of  the  refract- 
ing angle,  §§  5  and  6,  The  eye  is  directed  toward  the 
position  which  the  object  now  seems  to  take,  and  this  effect 
may  be  variously  utilized:  1.  To  lessen  tlie  convergence  of 
the  visual  lines  without  removing  the  object  further  from 
the  eyes.  In  Fig,  16  the  eyes,  r  and  l,  are  looking  at  the 
object,  ob,  with  a  convergence  of  the  visual  lines  repre- 
sented by  the  angle  u.  If  prisms  be  now  added  with  their 
edges  toward  the  temples  they  deflect  the  light,  ao  that  it 
enters  the  eyes  under  the  smaller  angle  ^,  as  if  it  had  come 
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from  ob',  and  toward  this  point  the  eyes  will  be  directed, 
though  the  object  still  remains  at  ob.  The  same  effect  ia 
given  by  a  single  prism  of  twice  the  strength  before  one 


eye,  though  the  actual  movement  is  then  limited  to  the  eye 
in  question.  If  spectacle  lensea  be  placed  so  that  the  visual 
lines  do  not  pass  through  their  centres  they  act  as  prisms, 
though  the  strength  of  the  prismatic  action  varies  with  the 
power  of  the  lens  and  the  amount  of  this  "  decentration." 


Table  Showing 
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In  Fig  17  the  visual  lines  pasa  outside  the  centrea  of  the 
convex  lenses,  a,  and  iaaide  those  of  the  concave  lenses,  6, 
Each  pair  therefore  acta  aa  a  prism  with  ita  edge  outward. 
2,  To  remove  double  vision  caused  by  slight  degrees  of  stra- 
bismus. The  prism  bo  altera  the  direotiou  of  the  rays  as  to 
Gompeosate  for  the  abnormal  direction  of  the  visual  line. 


^ 


Dljiloplu  removed  by  priEm 


In  Fig.  18  R  is  directed  toward  x  instead  of  toward  ob,  and 
two  images  of  ob  are  seen,  Bee  Chapter  SXI,  The  prism, 
p,  deflects  the  rays  to  y,  the  yellow  spot,  and  single  binocu- 
lar vision  is  the  result.  3.  To  tf^t  the  strength  of  the  ocular 
muscles.  In  Fig.  19  the  prism  at  firat  causes  diplopia  by 
displacing  the  raya  from  the  yellow  spot,  y,  of  the  eye,  r, 
see  Chapter  XXI.  By  a  compensating  rotation  of  the  eye 
(cornea  outward),  shown  in  the  figure  by  the  change  of 
the  transverse  axis  from  1  to  2,  y  is  brought  inward  to  the 
situation  of  im,  the  images  are  fused  and  single  vision  re- 
atored ;  the  effect  of  the  prism  ia  overcome  by  the  action 
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of  the  external  rectus,  Thia  "  fuaioo  power"  of  the  sev- 
eral pairs  of  muaclea  may  ba  expreased  by  the  stroDgeat 
prism  that  each  pair  can  overcome.  The  fnaion  power  of 
the  two  external  recti  ia  represented  hy  a  prism  of  about 
8°;  that  of  the  two  internals  by  25°  to  50°  or  more ;  that  of 
the  superior  and  inferior  recti,  acting  against  each  other, 
by  only  about  3°.  4.  Feigned  blindnexi  of  one  eye  may 
often  be  exposed  by  means  of  the  diplopia,  unexpected  by 


the  patient,  produced  by  a  prism.  The  prism  should  be 
stronger  than  can  be  overcome  by  any  effort — e.  g.,  8"  or 
10°,  base  upward  or  downward.  The  patient  is  best  thrown 
oS  his  guard  if  the  prism  be  held  before  the  sound  eye.  If 
he  now  exclaims  that  he  sees  double,  he  must  of  course  be 
seeing  with  both  eyes. 

19.  Befraction  of  the  eye.    The  eye  presents  three  refract- 
ing surfaces — the  front  of  the  cornea,'  the  front  of  the  leuB, 

1  Tlie  posterior  aurfaco  of  Ihe  corliou  being  parallel  with  the  anterior 
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and  the  front  of  the  vitreous  ;  and  in  the  normally  formed 
or  emmetropic  eye  (E.).  with  the  accommodation  relaxed, 
the  principal  focus,  §  11,  of  these  combiued  dioptric  media 
falls  exactly  upon  the  layer  of  rods  and  con&s  of  the  retina 
— i.  e.,  the  eye  in  a  Htate  of  accommodative  rest  is  adapted 
for  parallel  rays.  The  point  at  which  the  secondary  axial 
rays,  see  §  10,  Fig.  8,  cross,  the  "  posterior  nodal  point" 
n.  Fig,  20,  lies,  in  the  normally  formed  eye,  at  15  mm.  in 
front  of  the  yellow  spot  of  the  retina,  and  very  nearly  coin- 
cides with  the  posterior  pole  of  the  crystalline  lens.     The 


Vlivul  aceleand  Ktlnutimage.  Ofr.al^ect;  tt,  t1«u&I angle  ;  n,  nodal  point 
iFbere  Ibe  aila.1  rays  crosa  ;  d,  distance  from  n  to  the  retina.  The  position  of 
the  retina  In  dlfTerent  etatea  of  refraction  la  Bhonn  by  the  three  curved  llnea 
to  the  right,  H.  being  repniaented  by  (he  Una  nearest  to.  and  N,  hy  the  one 
rurthest  fhim,  n,  while  tbe  middle  tliin  line  ahowa  the  retina  In  E. 

angle  included  between  the  lines  joining  it  witli  the  ex- 
tremities of  the  object,  ob,  is  the  visual  angle,  v.  If  the 
distance,  d,  from  n  to  the  retina  remain  the  same,  the  size 
of  any  image,  Im,  on  the  retina  will  depend  on  the  size  of 
the  angle,  v,  and  this  again  on  the  size  and  distance  of  ob. 
But  if  the  distance,  d,  alteis,  the  size  of  the  image,  Im,  is 
altered  without  any  change  in  v.  Now  the  length  of  d 
varies  with  the  length  of  the  posterior  segment  of  the  eye ; 
it  ia  greater  in  myopia  (M.)  and  less  in  hypermetropia  (H.) , 
and  henc«  the  retinal  image  of  an  object  at  a  given  dia- 
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tance  is,  aa  the  figure  ahowe,  larger  iu  myopia  and  smaller 
in  hypermetropia  than  in  the  normally  formed  eye.  The 
length  of  d  also  varies  with  the  poaition  of  n,  and  this  is 
influenced  by  the  positions  and  curvatures  of  the  several 
refractive  surfaces,  n  is  slightly  advanced  by  the  increased 
convexity  of  the  lens  during  accommodation,  and  much 
more  so  if  the  same  change  of  refraction  be  induced  by  a 
convex  lens  held  in  front  of  the  cornea :  hence  convex 
lenses,  by  lengthening  d,  enlarge  the  retinal  image.  Con- 
cave lenses  put  n  further  back,  and,  by  thus  shortening  rf, 
lessen  the  image.  If  the  lens  which  corrects  any  optical 
error  of  the  eye  be  placed  at  the  "  anterior  focus  "  of  the 
eye,'  13  mm.,  or  half  an  inch,  in  front  of  the  cornea,  n 
moves  to  its  normal  distance  (15  mm.)  from  the  retina, 
whatever  the  length  of  the  eye,  and  the  images  are  there- 
fore reduced  or  enlarged  to  the  same  size  as  in  the  emme- 
tropic eye.    For  definition  of  astigmatism  see  Chapter  XX. 

The  length  of  the  vimal  imn,  a  line  drawn  from  the  yellow 
spot  to  the  cornea  in  the  direction  of  the  object  looked  at, 
is  about  23  mm.  The  centre  of  rotation  of  the  eye  is  rather 
behind  the  centre  of  this  axis,  and  6  mm.  behind  the  back 
of  the  lens.  The  focal  length  of  the  cornea  is  31  mm. ,  and 
that  of  the  crystalline  lens  varies  from  43  mm.  with  accom- 
modation relaxed,  to  33  ram.  during  strong  accommodation. 

The  optical  conditions  of  clear  Bight  are  as  follows : 

(1)  The  image  must  be  clearly  focussed  on  the  retina — 
1.  e,,  the  retina  must  lie  exactly  at  the  focus  of  the  rays 
which  proceed  from  the  object  looked  at ;  [_2)  it  must  be 
formed  at  the  centre  of  the  yellow  spot,  Chapter  II,,  §  11 ; 
(3)  it  must  have  a  certain  size,  and  this  is  expressed  by  the 

a  of  the  corresponding  visual  angle,  v.  Fig.  20 ;  with 

3  indoor  light  v  must  be  equal  to  at  least  five  minutes 

(^th  of  a  degree)  in  order  that  the  form  of  the  image  may 
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be  perceived ;  an  object  subtending  any  smaller  angle,  down 
to  about  one  minute,  is  still  visible,  though  only  as  a  point 
of  light  ;*  (4)  the  cornea,  lens,  and  vitreous  must  be  clear ; 
(5)  the  illumination  must  be  sufficient.  Influence  of  the 
pupil :  Other  things  being  equal,  the  larger  the  pupil  the 
worse  is  the  sight,  definition  being  lessened  by  the  spherical 
aberration  caused  by  the  marginal  part  of  the  lens.  Fig.  9. 
See  ''Artificial  Pupil.'* 

The  smaller  the  pupil,  the  less  is  the  spherical  aberration 
(p.  30),  and  cobL  par.,  the  better  the  V.  Also  the  smaller  the 
pupil  the  less  is  the  accommodation  needed  for  near  vision. 
If  the  pupil  be  so  small  as  to  subtend  an  angle,  ''angle  of 
divergence,"  of  not  more  than  five  minutes  with  any  point  on 
the  object,  the  object  will  be  clearly  seen  without  accommoda- 
tion. By  calculation  it  appears  that  if  the  pupil  had  a  diame- 
ter =  0.66  mm.  it  would  subtend  an  angle  of  divergence  of  five 
minutes  at  about  0.5  m.  (18^0  "*•  ^-j  with  a  pupil  of  0.66  mm. 
print  should,  in  good  light,  be  clearly  seen  at  18'^  without  any 
accommodation.  That  this  is  true  may  be  proved  by  looking 
at  fine  print  through  a  hole  of  the  above  size  in  a  thin  card 
held  as  close  as  possible  to  the  eye. 

Numeration  of  spectacle  lenses.  Some  system  of  num- 
bering is  required  which  shall  indicate  the  refractive  power 
of  the  lenses  used  for  spectacles.  Two  systems  are  current. 
In  the  first  system^  which  was  till  lately  universal,  the  unit 
of  strength  is  a  strong  lens  of  1"  focal  length.  As  all  the 
lenses  used  are  weaker  than  this,  their  relative  strengths 
can  be  expressed  only  by  using  fractions.  Thus,  a  lens  of 
2"  focus,  being  half  as  strong  as  the  unit,  §  17,  1,  is  ex- 
pressed as  J  ;  a  lens  of  10"  focus  is  y^^ ;  of  20"  focus  ^ ; 
and  so  on.  The  objections  are,  that  fractions  are  inconve- 
nient in  practice  ;  that  the  intervals  between  the  successive 
numbers  are  very  unequal ;  and  that  the  length  of  the  inch 

1  In  bright  light,  as  in  the  open  air,  the  minimum  visual  angle  is  consider- 
ably less  than  5  minutes. 
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is  not  the  same  in  all  countries,  so  that  a  glass  of  the  same 
number  has  not  quite  the  same  focal  length  when  made  by 
the  Paris,  English,  and  German  iuches  respectively.'  In 
the  second  eygtetn,  which  has  almost  displaced  the  old  one, 
the  metrical  scale  is  used,  the  unit  is  a  weak  lens  of  1  metre 
(100  cm.)  focal  length  known  as  a  dioptre  (D.),  and  the 
lenses  differ  by  equal  refractive  intervals.  A  lens  twice 
as  strong  as  the  unit,  with  a  focal  length  of  half  a  metre 
(50  cm.),  is  2  dioptres  (2  D,),  a  lens  of  ten  times  the 
strength,  or  one-tenth  of  a  metre  focus  (10  cm.),  is  10  D., 
and  80  on.  The  weakest  lenses  are  0.25,  0.5,  and  0.75  D., 
and  numbers  differing  by  0.5  or  0.25  D.  are  also  introduced 
between  the  whole  numbers.  A  slight  inconvenience  of 
the  metrical  dioptric  system  is  that  the  number  of  the  lens 
does  not  express  its  focal  length.  This,  however,  is  obtained 
by  dividing  100  by  the  number  of  the  lens  in  D, ;  thus  the 
focal  length  of  4  D.  ^  J-|5  =  25  cm.  If  it  be  desired  to 
convert  one  system  into  the  other,  this  can  be  done,  pro- 
vided that  we  know  what  inch  was  used  in  making  the  leoa 
whose  equivalent  is  required  in  D.  The  metre  is  equal  to 
about  37"  French  and  39"  English  or  German  ;  a  lens  of 
36"  Freuch,  No.  36  or  ^'j  old  scale,  or  of  40''  English  or 
Gennan,  No.  40  or  5*5,  is  very  nearly  the  equivalent  of 
ID.  A  lens  of  6"  French  (J  ^^  ^)  will  therefore  be  equal 
to  6  D.;  a  lens  of  18"  Freuch  (yV  =  iV)  =  2  D.,  etc.;  a 
lens  of  4  D.  ^:  ^g  =  -J — i.  e.,  a  lens  of  9''  French,  etc. 

The  following  lenses  are  used  for  spectacles,  and  are, 
therefore,  necessary  in  a  complete  set  of  trial  glasses.  The 
first  column  gives  the  number  in  D.,  the  second  the  focal 
length  in  centimetres,  the  third  the  approximate  numbers 
on  the  French  inch  scale,  the  denominator  of  each  frac- 
tion showing  the  focal  length  in  French  inches.  It  will  be 
seen  that  some  metrical  lenses  have  no  exact  equivalents  on 
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the  inch  system.  In  the  following  table,  and  throughout 
the  book,  convex  leasee  are  indicated,  according  to  custom, 
by  the  +  sign ;  concave  lenses  by  the  —  sign. 

Prisms  are  uumbered  by  their  angle  of  refraction,  which 
is  (p.  30)  about  double  the  angle  of  deviation ;  another 
method  is  to  name  the  prism  by  the  number  of  degrees  of 
deviation  which  it  produces;  to  indicate  that  degrees  of 
deviation  are  meant  the  letter  d  should  be  used ;  thus 
prism  2°  d  indicates  that  the  prism  produces  a  deviation 
of  2'  (Maddos).  Prisms  cannot  be  used  as  spectacles  of 
a  greater  strength  than  about  4°  d  in  each  eye  on  account 
of  the  dispersion  of  light  which  they  produce. 


1. 

2. 

3. 

1. 

2. 
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1.  To  detect  irregularity  of  the  corneal  surface,  the  patient 
faces  the  window  and  follows  with  his  eyes  an  object — e.g., 
the  uplifted  finger,  held  about  18"  from  him  and  moved 
slowly  in  different  directions.  The  image  of  the  window 
reflected  from  the  cornea  will  become  distorted  or  broken 
as  it  passes  over  any  irregularity,  such  as  an  abrasion  or 
ulcer.  Loss  of  surface  of  the  corneal  epithelium  may  be 
easily  demonstrated  by  plaeing  a  drop  of  a  solution  of  fluor- 
escin  into  the  eye  ;  this  stains  the  surface  from  which  the 
epithelium  is  removed,  but  leaves  the  rest  of  the  cornea 
clear. 

2.  To  estunate  the  tension  of  the  eTeball  (T.),  the  patient 
looks  steadily  down,  and  gently  closes  the  eyelids ;  the  ob- 
server then  makes  light  pressure  on  the  globe  through  the 
upper  lid,  alternately  with  a  iinger  of  each  hand  as  in  try- 
ing for  fluctuation,  but  much  more  delicately.  The  finger- 
tips are  placed  very  near  together,  and  as  far  back  over 
the  sclerotic  as  possible,  not  over  the  cornea.  The  pressure 
must  be  gentle,  and  be  directed  vertically  downward,  not 
backward.  It  is  best  for  each  observer  to  keep  to  one  pair 
of  fingers,  not  to  use  the  index  at  one  time  and  the  middle 
finger  at  another.  Patient  and  observer  should  always  be 
in  the  same  relative  position,  and  it  is  best  for  both  to 
stand  and  face  one  another.  Always  compare  the  tension 
of  the  two  eyes.  Be  sure  that  the  eye  does  not  roll  upward 
during  examination,  for  if  this  occur  a  wrong  estimate  of 
the  tension  may  be  formed.     Some  teat  both  eyes  at  once 
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with  two  fingers  of  each  hand.  Normal  tension  is  expressed 
by  T.  n.  Recognizable  increase  and  decrease  are  indicated 
by  the  +  or  —  sign,  followed  by  the  figure  1, 2,  or  3.  Thus 
T.  +  1  means  decided  increase ;  T.  +  2,  greater  increase, 
but  the  eye  can  still  be  indented ;  T.  +  3,  eye  very  hard, 
cannot  be  indented  by  moderate  pressure ;  T. —  1  —  2  —  3 
indicate  successive  degrees  of  lowered  tension.  A  note  of 
interrogation  (T.  ?  +  or  ?  — )  for  doubtful  cases,  and  T.  n. 
for  the  normal,  give  nine  degrees  which  may  be  usefully 
distinguished.  Even  good  observers  sometimes  differ  as 
to  the  minor  changes  of  tension.  Apart  from  variations 
in  delicacy  of  touch  it  is  to  be  remembered  that  eyes  deeply 
set  in  the  orbits  are  more  difiicult  to  test,  and  that  T.  in  a 
few  cases  really  does  change  at  short  intervals — e.  g,,  within 
half  an  hour.  Increase  in  the  rigidity  of  the  sclerotic, 
which  often  occurs  in  old  age ;  or  in  its  thickness,  as  the 
result  of  disease,  may  increase  the  apparent  tension,  though 
the  internal  pressure  may  be  normal  or  even  too  low. 
When  an  eye  contains  bone  it  feels  like  wood  covered 
with  wash-leather.^ 

3.  The  field  of  vision  (F  )  (properly,  of  indirect  vmon) 
is  the  entire  surface  from  which,  at  a  given  distance,  light 
reaches  tlie  percipient  part  of  the  retina,  the  eye  being 
stationary,  Fig.  21.  If  each  part  of  the  field  be  equidis- 
tant from  the  part  of  the  retina  to  which  it  corresponds, 
the  field  will  be  hemispherical,  with  its  inner  or  concave 
surface  toward  the  eye ;  it  may,  however,  be  projected  on 
to  a  flat  surface,  and  for  many  clinical  purposes  this  is  suffi- 
cient. For  roughly  testing  the  field — e,  g,,  in  a  case  of 
chronic  glaucoma,  or  of  atrophy  of  optic  nerve,  or  of  hemi- 
anopsia— the  following  is  generally  enough.  Place  the 
patient  with  his  back  to  the  window ;  let  him  cover  one 

1  Plates  of  bone,  sometimes  joined  so  as  to  form  a  cup,  are  not  uncommonly 
found  on  the  inner  (retinal)  surface  of  the  choroid  in  eyes  which  have  been 
long  blind  from  iridochoroiditis. 
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eye,  and  look  steadily  at  your  eye  or  nose,  as  a  centre, 
from  a  distance  of  18"  or  2'.  Then  hold  up  your  hands  with 
the  lingers  spread  out  in  a  plane  with  your  face,  and  ascer- 
tain the  greatest  distance  from  the  central  point  at  which 
they  remain  visible  when  moved  in  various  directions — up^ 
down,  in,  out,  and  diagonally.  The  patient  must  look 
steadily  at  the  face,  and  not  aliow  his  eye  to  wander  after 
the  moving  fingers. 


raillua  of  12",  projected  U|i  im.r-  i 
to  feet  aquare.    F,  fliaUon  spot. 


A  more  exact  method  is  to  make  the  patieut  gaze,  with 
one  eye  covered,  at  a  white  mark  (the  "fixation  sj»t"j 
on  a  largo  blackboard  at  a  distance  of  12"  or  18",  and  to 
move  a  piece  of  white  chalk  set  in  a  long  black  handle, 
from  various  parts  of  the  periphery  toward  the  fixation 
spot,  until  the  patient  exclaiois  that  he  sees  something 
white.  If  a  mark  be  made  on  the  board  at  about  eight 
such  peripheral  points,  a  line  joiuitig  them  will  give,  with 
fair  accuracy,  the  boundary  of  the  visual  field  if  this  be 
not  larger  than  45^  in  any  direction;  but  beyond  that 
angle  the  object,  if  on  a  flat  surface,  will  be  much  too  far 
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from  the  eye  to  make  the  test  accurate,  see  Fig.  21.  A 
trtie  map,  ualess  the  field  be  much  contracted,  can  be  made 
only  by  means  of  an  instrument,  the  perimeter,  which  con- 
sista  easentially  of  an  arc  marked  in  degrees,  and  movable 
arouud  a.  central  pivot  on  which  the  patient  fixes  his  gaze. 


8»"! 


^ 


Field  or  vision  of  dgbt  eye  as  projecUd  tiy  the  patient  on  ttiB  Inner  aorbce 
of  a  hemiaiihere,  the  pole  of  wliioh  forms  llie  object  of  reEsrd  (half-dlugnini- 
nuticl.  T,  lemporal ;  N,  nasa]  side,  w,  bouQduty  for  nblle  ;  B,  for  blue: 
B,  fbr  red  ;  o,  for  green.    (Lanuolt.) 

Thus  measured  the  field  covers  a  somewhat  oval  portion  of 
the  hemisphere,  the  smaller  end  being  upward  and  inward, 
Fig.  22.  From  the  fiiation  point  it  extends  iiO^  or  more 
in  tlie  outward  direction,  but  only  aljout  65°  or  rather  leas 
iaward,  upward,  and  downward.     The  visual  fields  of  the 
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two  eyes  overlap  only  at  their  inner  and  central  parts,  so 
that  binocnkr  vision  is  impoaaible  in  the  outer  part  of  the 
field,  Fig.  23. 


BlDOOular  field  of  vision.  Tbe  while  juirtla  ihu  porllon  eommoDtu  tbe  two 
eyes— 1.  e.,  puGEesBing  binocular  vision  ;  Iho  shtiiltii  lleiuporal)  part  ehowa  Ihe 
porllon  111  whioh  hinociilsr  vision  Ifl  wauling.  F.  Filiation  point.  The  two 
bllod  BpulB  are  marked  by  round  spots     (SlmpllBed,  after  FOtisTEE.) 

4.  Color  perception  is  best  expressed  by  the  power  of  dis- 
criminating between  various  colors  without  naming  them. 
The  best  test-objects  are  a  series  of  skeina  of  colored  wool, 
or,  for  pocket  use,  smaller  strips  of  colored  paper,  or  col- 
ored stuffs,  A  culor-bliud  person  will  expose  his  defect  by 
placing  together,  or  "  confusing  "  as  similar,  certiun  culors, 
usually  niised  tints,  which  to  the  normal  eye  appear  quite 
different.  The  set  of  wools  now  in  common  use  was  intro- 
duced by  Prof.  Holmgren,  of  Upsala.  See  Appeudix.  Ac- 
quired color-blindness,  from  atrophy  of  the  optic  nerves, 
may  often  lae  detected  quite  well  by  asking  the  names,  if 
the  patient  baa  been  well  trained  iu  colors.  But  for  the 
congenitally  color-blind  the  "  confusion  test,"  witliout 
names,  is  far  better ;  first,  because  such  persons  can  often 
distinguish  ordinary  colored  objects  from  one  another  by 
differences  of  ehade — i.e.,  by  differences  in  the  quantity 
of  white  light  which  they  reflect,  and  hence  they  escape  de- 
tection unless  tested  with  a  large  series  of  different  colors 
in  many  shades,  some  of  which  shades,  containing  equal 
quantities  of  white,  will  look,  to  them,  exactly  alike;  and. 
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secondly,  though  such  persons  often  use  the  names  for  colors 
freely,  the  words  do  not  convey  the  same  meaning  to  them 
as  to  those  with  normal  color  sense,  and  hopeless  confusion 
results  from  an  examination  so  made.  For  details,  see 
Chapter  XV.  and  Appendix. 

5.  Testing  the  acuteness  of  sight.  By  acuteness  of  sight 
(V.)  is  meant  the  power  of  distinguishing/om,  and;  as  com- 
monly used,  the  term  refers  only  to  the  centre  of  the  visual 
field,  the  peripheral  part  of  the  retina  having  a  very  im- 
perfect power  of  distinguishing  form  and  size.  V.  varies 
considerably  in  different  persons  whose  eyes  are  normal.  It 
is  said  to  diminish  somewhat  in  old  age,  without  disease 
of  the  eyes  (Donders).  The  standard  taken  as  normal  is 
the  power  of  distinguishing  square  letters  that  subtend  a 
visual  angle  of  five  minutes,  Fig.  20  and  p.  39,  the  limbs 
of  which  are  of  uniform  thickness,  each  limb  subtending 
an  angle  of  one  minute  (Snellen's  Test  Types).  The  types 
are  made  of  various  sizes,  each  being  numbered  according 
to  the  distance,  in  feet  or  metres,  at  which  it  subtends  a 
visual  angle  of  five  minutes.  Thus,  No.  6  subtends  this  angle 
at  6  m..  No.  3  at  3  m..  No.  1  at  1  m.,  etc.  Numerically, 
acuteness  of  vision  is  expressed  by  a  fraction,  of  which  the 
denominator  is  the  number  of  the  type  D,  and  the  numer- 
ator the  greatest  distance  {d)  at  which  it  can  be  read, 
V  =  - :  if  No.  6  is  read  at  6  m.  -  =4  or  1 — i.  e.,  V  is  nor- 

D  DO' 

mal;  if  only  No.  18  can  be  read  at  6  m.  *  =  y\;  if  only 
60,  then  I  =-^% .  Any  distance  greater  than  about  3  m. 
may  be  selected  for  this  test — i.  e..  No.  3  read  at  3  m.,  or 
No.  5  at  5  m.,  generally  shows  the  same  acuteness  as  No. 
6  read  at  6  m.  But  at  distances  less  than  3  m.  the  accom- 
modation comes  into  play,  and  the  illumination  is  often 
brighter ;  hence  No.  1  at  1  m.  (|)  does  not  necessarily  show 
the  same  state  of  sight  as  No.  6  at  6  m.  (f ).  It  is  there- 
fore best,  by  recording  the  fractions  unreduced,  to  indicate 
the  distance  at  which  the  test  was  used.     For  testing  near 
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vision,  Snellen's  types  are  thought  by  some  to  be  practi- 
cally inferior  to  those  of  Jaeger  anil  others,  in  which  the 
letters  have  the  form  and  proportions  found  in  ordinary 
type.  See  Appendix.  If  V.  be  very  bad  (less  than  -^^  or 
^ij),  it  may  be  expressed  accurately  enough  by  noting  the 
distance  at  which  the  outspread  fingers  can  be  counted 
when  exposed  to  a  good  light  and  against  a  dark  back- 
ground. Ilelow  this  point  we  can  still  diBtinguish  good 
from  bad,  or  uncertain,  perception  of  light  and  shade  (p. 
/.),  by  alternately  exposing  and  shading  the  eye  with  the 
hand,  without  touehing  the  face. 

In  using  the  test  types  it  is  necessary  to  insure  that  the 
illumination  shall  not  fall  below  a  certain  level ;  it  has 
been  found  by  Snellen  that  if  it  be  reduced  below  20  metre 
candles'  the  acut«nes3  of  vision  rapidly  declines. 


6.  Accommodation  (Ace.)  is  tested  clinically  by  meas- 
uring the  nearest  point  (punoiuiB^rommum,  p.)  at  which 
the  smallest  readable  type  (Snellen's  0.5  or  Jaeger's  1)  can 
be  clearly  seen.  The  region  of  accommodation  is  the  space 
in  which  it  is  available,  see  Presbyopia.  The  amplitude, 
pmoer,  or  range  of  Ace.  is  expressed  in  terms  of  the  convex 
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lens,  whose  focal  length  =  the  distance  &om  the  cornea^  to 
p.y  this  being  the  lens  which  adapts  V.  in  an  eye  without 
Ace.  from  the  farthest  point  of  distinct  vision  {punctum 
remotisdmumy  r.)  to  p.  Thus  in  Fig.  24  let  p.  be  at  10 
cm. ;  if  Ace.  be  then  relaxed,  L  e,,  the  eye  be  adapted 
for  parallel  rays,  the  rays  from  p,  will  be  focussed  at 
C.  F.,  behind  the  retina ;  but  V.  will  again  be  clear  at 
10  cm.  if  a  lens,  /,  of  10  cm.  focus  (=  10  D.,  see  p.  41) 
be  held  close  to  the  cornea ;  because  the  rays  from  p  will 
be  made  parallel  by  I  before  entering  the  eye  (Chapter 
I.,  §§11  and  12),  and  will  therefore  be  focussed  on  the 
retina. 

Convergence  of  the  visual  axes  upon  a  point  at  any 
given  distance  is  usually  associated  with  accommodation 
for  the  same  distance.  The  two  functions  can,  however, 
be  somewhat  dissociated  to  an  extent  that  varies  with  age 
and  in  different  persons ;  i.  e. ,  Ace.  can  be  either  relaxed 
a  little  or  increased  a  little,  without  changing  any  given 
degree  of  convergence ;  this  independent  portion  is  known 
as  the  relative  accommodation. 

7.  The  pupils  are  to  be  examined  as  to  their  equality,  size 
in  ordinary  light,  mobility,  and  form.  The  pupils  are  often 
large  and  inactive,  and  sometimes  oval,  in  amaurotic 
patients,  in  glaucoma,  and  in  paralysis  of  the  circular 
fibres  of  the  iris,  supplied  by  the  third  nerve.  They  may 
be  too  large,  though  active,  in  myopia  and  in  conditions  of 
defective  nerve-tone.  Wide,  recent  dilatation  of  one  pupil 
or  both,  with  dimness  of  sight  but  without  ophthalmoscopic 
signs  of  disease,  is  usually  traceable  to  atropine  or  bella- 
donna, used  by  accident  or  design.  When  very  small  the 
pupil  is  seldom  quite  round. 

The  centre  of  the  pupil  usually  lies  a  little  to  the  nasal 


1  strictly  from  a  point  about  }/^"  in  front  of  the  cornea,  since  the  glaas 
cannot  be  placed  upon  the  eyeball. 


•  •  • 


•  •  • 
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side  of  the  corneal  centre.'  The  pupils  should  be  round, 
aud,  wheu  equally  lighted,  equal  in  size.  When  one  eye 
is  shaded  its  pupil  should  dilate  considerably,  and  on  ex- 
posure contract  quickly  to  its  former  size,  direct  reflex  (tci'ion  ; 
during  this  trial  the  other  pupil  will  act,  but  to  a  much  less 
extent,  indirect  reflex  action.  The  pupils  eoutract  wheu  the 
gaze  is  directed  to  a  near  object  (gay  6"  distant),  i.  e.,  during 
accommodation  and  convergence,  and  dilate  in  looking 
at  a  distant  object ;  but  the  racge  of  this  assoeialed  action 
Is  much  less  than  that  of  the  reflex  actioa.  The  pupil 
dilates  when  painful  impressions  are  made  on  the  sensory 
nerves  of  the  skin,  e.g.,  by  the  faradic  brush  or  by  prick- 
ing with  a  pin.  The  pupils  may  be  motionless  to  light  and 
shade  from  iritic  adhesions  (Chapter  VIII.)  or  from  atrophy 
of  the  iris  in  glaucoma  or  other  local  disease ;  such  condi- 
tions should  be  carefully  noted  or  excluded.  Reflex  action 
is  lost  when  the  eyes  are  bliad  from  disease  of  the  optic 
nerves  or  retinre ;  if  only  one  eye  be  blind,  the  direct  action 
of  the  pupil  is  lost  in  that  eye,  but  (unless  there  be  disease 
of  the  third  nerve)  its  indirect  action  is  much  increased. 
When  one  eye  is  blind  the  pupil  is  often  rather  larger 
than  that  of  the  other.  Reflex  action  may  also  be  lost 
without  any  affection  of  sight,  aud  viiUiout  loss  0/  associated 
action.  Chapters  XXI.  and  XXIII. 

Perraaueut  inequality  of  the  pupils  without  disease,  either 
of  eyes  or  of  nervous  system,  is  rare,  but  temporary  dilata- 
tion of  one  pupil  is  not  uncommon.  When  very  active 
pupils  are  suddenly  exposed  after  being  shaded  they  often 
oscillate  for  a  few  seconds  before  settling,  and  finally  re- 
main a  little  larger  than  at  the  first  moment  of  exposure. 
Considerable  differences  in  the  action  of  the  pupils,  both  in 
range  aud  rapidity,  are  compatible  with  health  ;  in  general. 
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however,  the  pupils  become  smaller,  and  lose  both  in  range 
and  rapidity  of  action  with  advancing  years  ;  atropine  also 
ofteQ  causes  only  partial  dilatation  in  old  people.  Marked 
inactivity,  with  small  size,  should  excite  suspicion  of  spinal 
or  cerebral  disease  (Chapter  ZXIII.).  The  pupils  are 
smaller  whenever  the  iris  is  congested,  whether  this  be  a 
merely  local  condition,  e.  g.,  in  abrasion  of  cornea,  or  form 
part  of  a  more  general  congestion,  as  in  typhus  fever'  and 
in  plethoric  states,  or  be  caused  by  venous  obstruction,  as 
in  mitral  regurgitation  and  bronchitis.  They  are  large  in 
anemia,  in  conditions,  such  as  aortic  insufficiency,  where 
the  systemic  arteries  are  badly  filled,  and  during  rigors; 
irritation  of  the  sympathetic  nerve  in  the  neck  is  an  occa- 
sional cause  of  mydriasis.     Chapter  XXI. 

ti.  Note  tlie  color  of  the  iris,  and  compare  it  with  that  of  the 
fellow  eye.  Occasionally  the  two  irides,  although  liealthy, 
differ  in  color,  one  being  blue  or  gray,  the  other  brown  or 
greenish;  more  frequently  a  large  sector'Shaped  patch  of 
dark  color  occupies  part  of  the  iris  of  one  eye.  Small  pig- 
mented spots  are  often  seen  on  the  iris.  If  the  iris  of  an 
inflamed  eye  looks  greenish,  that  of  its  fellow  being  blue, 
we  should  suspect  iriti.s;  and  if  the  iris  of  a  defective  eye 
be  different  from  its  fellow,  some  morbid  change  should  be 
suspected.  Chapter  VIII. 
\  9.  Information  derived  from  the  bloodvessels  visible  on 

']  the  surface  of  the  eyeball.     Three  systems  of  vessels  have 

)  to  be  considered  in  disease ;  but  most  of  them  are  too  small 

to  be  easily  seen  in  health.     1.  The  vessels  proper  to  the 
conjunctiva,  posterior  conjunctival  vessels,  in  which  it  is  not 
'  important  to  distinguish  between  arteries  and  veins.  Fig. 

25,  Post.  Govj.,  and  Fig.  2G.     2.  The  anterior  ciliary  vessels, 
;  lying  in  the  subconjunctival  tissue  ;  their  perforating  arte- 

I  The  Bmall  papU  of  (ypbus  and  (he  freqnenlly  large  pupil  of  typbold  ate 
Rscribol  by  Murcbltoa  to  the  dlSereacea  ia  (he  vaaou]HrJ(y  of  (he  iii*  lo 
these  diseases.    Continuod  Fevcra,  p.  541.  . 

i  J 
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rial  branches  supply  the  sclerotic,  iris,  and  ciliary  body, 
their  veins  receive  blood  from  Schlemm's  canal  and  the 
taliary  body.     The  perforating  branches  of  the  arteriet. 


Veaela  of  the  front  of  the  eyeball,  cm.  Cillttry  mnsole.  tS.  Choroid. 
Sa.  Sclerotic.  V.V.  Ven&  ToitlBoaa,  l.  MarginHl  loop-plesuB  of  cornea. 
Ant.  »nd  J^jt/.  Qhu".  Aateriur  and  posterior  conjunetivftl  Tassels.  Ant  Oil. 
A.  and  V.  Antertor  dllary  art«rtea  and  veins.    (SimpliSed  nnd  alleied  ftom 

Fig.  25,  A,  are  seen  in  health  aa  several  comparatively 
large  tortuona  vessels  which  stop  short  about  -j^"  or  J" 
from  the  corneal  margio.  Fig.  27 ;  their  very  numerous, 
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small,  DOD-perforating  (episcleral)  branches  are  invisible 
in  health,  but  form,  when  dietended,  a  pink  zone  of  fine. 
Dearly  straight,  very  cloeely-aet  veaeelB  round  the  cornea. 


Fig.  25,  A,  and  Fig.  28,  "  ciliary  congestion,"  "  circum- 
corneal  zone,"  Bee  Iritis  and  Diseases  of  Cornea ;  the  per- 
forating vdiu  are  very  small,  but  more  numerous  than  the 


CoiigeeUoii  o(  the  peTforatin([  biancheB  ot  tbe  anterior  ciUaiy  arteriei. 
(DiLRVHrLE.)  Tbe  dusky  spola  at  tbe  seaU  of  perfomtloa  are  often  eeea  in 
dark-complezloaed  peTsona. 

perforating  arteries,  Fig.  2.5,  v,  and  their  episcleral  twigs 
form  a  closely-mcahed  network.  Fig.  29.  3.  The  vessels 
proper  to  the  margin  of  the  cornea  and  immediately  adja^ 
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cent  zODE  of  conjunctiva,  anterior  mnjundival  vessels,  and 
their  loop-plexus  on.  the  corneal  border.  Fig.  2.5,  /,  and  Fig. 
52  ;  by  these  numerous  minute  branches,  which  are  off- 
shoots o£  the  anterior  ciliary  vessels,  Systems  1  and  2  auaa* 
tomosc. 


Speaking  generally,  congestion  composed  of  (1)  tortuouB, 
bright  brick-red  vessels  moving  with  the  conjunctiva  when 
it  Is  slid  over  the  globe,  and  least  intense  just  around  the 
cornea,  Fig.  26,  indicates  a  pure  conjunctivitis,  and  is  usu- 
ally accompanied  by  muco-purulent  or  purulent  discharge. 

(2)  A  jone  of  pinfc  congestion  surrounding  the  cornea,  and 
formed  by  small,  straight,  closely  set,  parallel  vessels,  radi- 
ating from  the  cornea,  and  not  moving  with  the  conjunc- 
tiva, anterior  ciliary  arterial  twigs.  Fig.  28,  points  to  irri- 
tation or  inflammation  of  the  cornea  or  iris.  A  more  scanty 
zone  of  dark  or  dusky  color.  Fig.  29,  which,  when  severe, 
in  finely  reticulated,  episcleral  venus  plexus,  often  points  to 
glaucoma,  but  may  accompany  other  diseases,  especially  in 
old  people.  Congestion  in  the.  same  region,  more  deeply 
seated,  and  of  a  peculiar  lilac  tint,  especially  if  unequal  In 
different  parts  of  the  zone,  shows  cyclitia  or  deep  seleritis. 

(3)  Congestion  in  the  same  zone  also  composed  of  small, 
superficially  placed,  bright  red  vessels,  often  encroaching 
a  little  on  the  cornea,  anterior  conjunctival  vesnels  and  loop- 
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plexm  of  cornea.  Fig.  52,  shows  a  tendency  to  irritable  eor- 
ueul  iofl animation,  which  is  often  superficial.  Localized 
or  fasciculated  congestion  generally  points  to  phlyctenular 
disease,  Pigs,  44  and  45.  Although  in  the  severe  forms 
of  all  acute  di.seases  of  the  front  of  the  eye  these  types  of 
congestion  are  usually  mixed  aud  but  imperfectly  distin- 
guishable, much  information  may  often  be  derived  from 
attention  to  the  leading  forms  described. 

10.  ThB  mobilit7  of  the  eyeball  may  be  impaired  in  any 
or  every  direction,  and  in  any  degree.  Commonly  only 
one  eye  is  affected.  First,  to  test  the  lateral  and  vertical 
movements,  direct  the  patient  with  both  eyes  open  to  look 
successively  toward,  or  follow  a  pencil  or  finger  moved  in, 
each  of  the  four  directions,  up,  down,  right,  and  left ;  next, 
to  test  the  power  of  convergence,  he  looks  at  the  object  held 
vertically  in  the  middle  line,  rather  below  the  horizontal, 
and  gradually  approached  from  2'  to  about  6".  In  each 
position  we  must  notice  both  eyes ;  thus,  when  the  patient 
looks  to  his  right  we  have  to  note  the  outward  movement 
of  his  right  and  the  inward  movement  of  his  left.  The 
fixed  marks  for  the  inward  and  outward  movements  are 
the  iuner  and  outer  canthi,  and  as  the  apparent  range  of 
movement  judged  in  this  way  varies  a  little  in  different 
people,  tbe  corresponding  movements  of  the  two  eyes 
should  always  be  compared.  In  looking  strongly  outward 
the  corneal  margin  does  not  in  all  persons  quite  reach  the 
outer  canthus,  but  it  should  always  reach  the  inner  cantbus 
during  inward  rotation.  In  children  and  stupid  people  the 
movements  are  often  defective  from  inattention.  In  very 
myopic  eyes  the  movements  are  somewhat  defective  in  all  | 

directions.     The  vertical  movements  are  beat  shown  by  | 

noting  the  position  of  the  cornea  in  relation  to  the  border  i 

of  the  lower  lid ;  the  border  of  the  upper  lid  is  less  trust- 
worthy, since  there  may  be  some  ptosis  or  other  cause  of 
inequality  between  the  two  sides.  i 
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The  range  of  movement  of  the  eye,  "field  of  fixation,"  or 
"  field  of  direct  vision,"  can  be  meoBured  on  the  perimeter  in 
the  same  way  as  the  ordinary  field  ot  "  indirecl  vision,"  The 
test-object,  e.  ij.,  a  word  of  amall  print,  moved  along  the  vari- 
ona  meridiana  from  the  oenlre  toward  the  periphery,  is  fol- 
lowed by  the  eye  under  examination  until  it  can  no  longer  be 
read — 1,  e.,  until  the  visual  axis  c&n  no  longer  be  directed  to  it. 
A  coarse  test-object  would  be  recognized  by  parts  of  the  retina 
away  from  the  yellow  spot,  and  must,  therefore,  not  be  used. 
In  this  way  it  is  found  that  the  aormal  range  of  movement  of 
the  eye  extends  through  about  45°  in  each  direction  from  the 
centre.  The  state  of  mobility  of  the  eye,  and  the  progress,  in 
eases  of  ocular  paralysis,  may  be  accurately  recorded   in   this 

11.  Sqnist  or  strabismus  exists  if  the  visual  axes  are  not 
both  directed  to  the  same  object.  A  squint  may  be  the 
result  either  of  overaction,  or  of  weakness  or  paralysis  of 
a  muscle.  The  internal  recti,  by  excessive  contraction, 
often  cause  convergent  squint ;  but  moat  other  forms  of 
strabismus  result  from  actual  defect  of  nervous  or  muscular 
powers. 

When  a  squint  is  well  marked  there  is  no  difficulty  in 
identifying  the  squinting  eye  as  the  one  which  is  misdi- 
rected when  an  object  is  held  up  to  the  patient's  attention  : 
in  most  cases  the  patient  always  squints  with  the  same  eye, 
but  a  few  persons  can  squint  with  either  indifferently — alter- 
noting  gquinl.  Nor  is  there  often  any  doubt  as  to  whether 
the  squint  is  internal  (convergent)  or  external  (divergent) — 
i.  e.,  whether  the  axis  of  the  squinting  eye  crosses  that  of 
its  fellow  between  the  patient  and  the  object  he  looks  at, 
or  crosses  it  beyond  this  object,  or  even  positively  diverges 
from  it ;  upward  or  downward  squint,  though  less  common, 
is  almost  ns  evident.  But  to  prove  beyond  doubt  which  is 
the  squinting  eye,  direct  the  patient  to  look  at  a  pencil 

L  paper  by  landoll  in  Trana,  Inlanuit,  Med, 
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held  up  in  the  middle  line  at  about  18"  from  his  face,  and 
with  a  card  or  piece  of  ground-glass  cover  the  apparently 
sound,  or  **  working"  eye;  the  squinting  eye  will  at  once 
move  so  as  to  look  at,  or  **fix  "  the  pencil,  proving  that  it 
had  previously  been  misdirected.  If  the  sound  eye  be 
watched  behind  the  screen  it  will  be  seen  to  squint  as  soon 
as  the  affected  eye  ''  fixes  "  the  object ;  this  is  known  as  the 
secondary  squint,  and  its  direction  is  the  same  as  that  of 
the  original  or  primary  squint.  Thus  if  the  primary  squint 
be  convergent,  the  secondary  will  also  be  convergent.  In 
squint  from  overaction,  or  from  mere  disuse,  of  one  mus- 
cle, the  secondary  and  primary  deviations  are  equal,  but 
in  paralytic  squint  the  secondary  often  exceeds  the  pri- 
mary. If  the  squinting  eye  retain  full  range  of  movement — 
t.  6.,  move  in  companionship  with  its  fellow  in  all  direc- 
tions, the  squint  is  termed  concomitant,  in  contradistinction 
to  paralytic;  hence  in  every  case  of  squint  it  is  necessary 
to  test  the  mobility  of  the  eyes.  It  is  also  important  to 
note  whether  the  squint  is  constant  or  only  occasional  (^perir 
odic)} 

It  was,  until  lately,  usual  to  measure  the  squint,  when 
necessary,  by  means  of  a  scale  placed  on  the  lower  lid  and 
graduated  in  such  a  way  as  to  indicate  in  lines  (or  mm.) 
the  amount  of  deviation.  The  centre  of  this  scale,  marked 
zero,  is  placed  over  the  centre  of  the  lid,  and  therefore 
corresponding  to  the  centre  of  the  pupil  if  there  be  no 
squint ;  the  number  which  corresponds  to  the  centre  of  the 


1  We  Bometimes  meet  with  an  apparent  squint,  either  external  or  internal. 
The  optic  axis  of  the  eye  passes  from  a  point  rather  to  the  inner  side  of  the 
y.  8.  through  the  centre  of  the  cornea,  and  forms  a  small  angle  ("  angle  a") 
with  the  visttal  axis,  the  line  which  joins  the  y.  s.  to  the  object  looked  at,  and 
which  commonly  cats  the  cornea  rather  within  its  centre.  As  we  jadge  ot 
the  apparent  direction  of  a  person's  eyes  by  the  centres  of  his  cornese— i.  e.,  by 
the  optic  axes,  a  slight  apparent  oatward  squint  will  be  produced  if  the  angle, 
a,  be,  as  in  many  hypermetropic  eyes,  larger  than  usual,  and  an  apparent 
convergent  squint  if,  as  in  myopia,  it  be  smaller.  Apparent  squint  is  always 
slight,  and  the  screen  test  described  in  the  text  gives  a  negative  resolt. 
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pupil  of  the  squinting  eye  gives  the  linear  measurement 
of  the  deviatioa,  A  more  accurate  and  rational  method, 
introduced  liy  Landolt,  aad  known  as  the  angular  method, 
determines  the  size  of  the  angle  between  the  positions  of 
the  visual  axis  of  the  eye  when  squinting  and  when  prop- 
erly directed,    In  Fig.  30,  L  is  the  squinting  left  eye  of  the 


patient  placed  at  the  centre  of  a  perimeter ;  L  x ,  the  diree- 
tion  of  its  visual  axis ;  L  Ob,  the  direction  its  visual  axis 
should  have ;  Ob  an  object,  as  far  off  as  possible,  at  which 
the  patient  ia  to  look  ;  X  a  small  candle  flame  which  the 
observer,  stationed  close  behind  the  perimeter,  moves  along 
the  arc  uatil  he  sees  ita  image  reflected  from  the  centre  of 


i 
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the  squinting  coraea ;  the  size  of  the  angle  X  L  Ob,  read 
off  oil  the  perimeter,  is  nearly  the  same  as  that  of  the  angle 
of  deviation.  A  convenient  method  of  estimating  the 
amount  of  angular  deviation,  introduced  by  Hirschberg, 
consists  in  the  observation  of  the  corneal  reflex  from  a 
candle  or  ophthalmoscope  mirror  held  about  a  foot  from 
the  eye.  When  the  eyes  are  properly  directed,  the  position 
of  the  reflex  occupies  the  centre  of  the  pupil  in  ea(;h  eye 
unless  the  angle  a  be  very  large.  If  the  eye  Htjuiut  inward, 
the  reflex  falls  on  the  outer  side  of  the  centre.  The  pupil 
being  of  moderate  width,  3  mm.,  if — 

1.  The  rellei  be  nearer  centre  of  p.  than  edge,  deviation  is  <10° 

2.  "         "      at  edge  of  p.  deviation  ia         .  12°^I6 

3.  ''         "      midway  between  edge  of  p.   and  edge  of 

C.  deviation  h 25 

1.         "         "      at  edge  of  C  deviation  ia  .45 

12.  Diplopia  (double  alght)  is  almost  always  a  result  of 
squint,  and  is  usually  most  trouhlesoine  when  the  deviation 
is  so  slight  as  to  be  hardly  perceptible.  Diplopia  caused 
by  squint  is,  of  course,  binocular,  and  disappears  when 
one  eye  is  covered,  Uniocular  diplopia,  double  sight  with 
one  eye,  however,  often  occurs  in  commencing  cataract,  and 
sometimes  in  healthy  but  astigmatic  eyes ;  it  has  also  been 
met  with  in  some  cases  of  cerebral  tumor.  In  the  former 
cases  it  has  a  physical  cause  in  the  crystalline  lens  (see 
Cataract) ;  in  the  latter  it  must  depend  upon  some  psychical 
change. 

To  find  out  what  defect  of  movement  is  causing  binoc- 
ular diplopia,  darken  the  room,  and  ask  the  patient  to 
follow  with  his  eyes  a  lighted  candle,  held  about  6'  from 
him,  moved  successively  into  different  positions,  and  to 
describe  the  relative  places  of  the  double  images  in  each 
position.  Ascertain  which  of  the  two  images  belongs  to 
each  eye  by  placing  before  one  eye  a  strongly  colored  glaas, 

by  covering  one  eye  and  asking  which  image  disappears. 
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In  many  cases  the  image  foriaeil  in  the  gquiuting  eye,  the 
' '  false  "  image,  is  leaa  bright  or  distinct,  and  thia  difference 
gives  a  valuable  means  of  diMtinguiahing  the  sound  from 
the  affected  eye ;  but  the  patient  does  not  always  notice  a 
difference  between  the  two  images,  and  there  may  then  be 
difficulty  in  proving  which  eye  ia  at  fault.  The  patient's 
replies  may  be  recorded  on  such  a  diagram  aa  Fig,  120 ; 
other  radii  may,  of  course,  be  added  for  intermediate  posi- 
tions ;  the  false  image  is  raarlced  by  the  dotted  line,  the 
true  one  by  the  unbroken  line.  With  thia  grnphic  repre- 
sentation of  the  candle  as  it  appears  to  the  patient,  we  can 
defluce  from  the  apparent  poaition  of  the  false  image  what 
movements  of  the  corresponding  eye  are  at  fault,  and,  con- 
sequently, which  muscle  or  muscles  are  defective.  It  is 
essential  that  the  patient  should  not  move  his  head  during 
the  examination,  and  that  be  remain  throughout  at  the 
same  distance  from  the  candle.  Remember  that,  in  the 
extreme  lateral  movements,  the  uo»e  eclipses  one  image. 
When  the  double  images  are  very  wide  apart — i.e.,  when 
there  is  much  squint,  the  patient  often  fails  to  notice  the 
false  image. 

For  the  diagnosis  of  a  caae  of  diplopia  it  is  often  suffi- 
cient to  ask  in  which  directions  the  double  sight  is  most 
troublesome,  and  how  the  images  appear  in  respect  to 
height,  lateral  separation,  and  apparent  distance  from  the 
patient.     Chapter  XXI, 

13,  The  apparent  size  of  an  object  depends,  in  the  first 
place,  on  the  size  of  its  retinal  image,  and  this,  as  already 
shown,  §  19,  p.  38,  depends  upon  (o)  the  size  of  the  visual 
angle,  and  (6)  the  distance  of  the  retina  from  the  nodal 
point.  It  is  clear  that  in  Fig.  20  a  smaller  object  placed 
nearer  to  the  eye  or  a  larger  one  placed  further  off  might 
subtend  the  same  angle  as  Ob,  and  therefore  have  a  retinal 
image  of  the  same  size.  There  are,  however,  other  factors 
contributing  to  our  estimate  of  the  size  of  objects,  espe- 
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cially  contrast  of  light  and  shade,  estimation  of  distance, 
and  effort  of  accommodation. 

A  white  object  on  a  black  ground  looks  larger  than  a 
black  object  of  the  same  size  on  a  white  ground.  The 
further  off  an  object  is  judged  to  be,  the  larger  does  it 
look.^  The  greater  the  accommodative  effort  used,  what- 
ever may  be  the  distance  of  the  object,  the  smaller  does 
it  appear;  thus  patients  whose  eyes  are  partly  under 
the  influence  of  atropine,  and  presbyopic  persons  whose 
glasses  are  too  weak,  complain  that  near  objects,  if  looked 
at  intently  for  a  short  time,  become  much  smaller ;  while 
when  one  eye  is  under  the  action  of  eserine,  causing  spasm 
of  the  accommodation,  objects  appear  larger  than  if  held 
at  the  same  distance  from  the  other  eye.  Prisms  with  their 
bases  toward  the  temples  seem  to  diminish  objects  seen 
through  them  by  necessitating  excessive  convergence  of 
the  eyes,  the  converse  of  Fig.  16. 

14.  Protrosion  (proptosis)  and  enlargement  of  the  eye. 
Unequal  prominence  of  the  two  eyes  is  best  ascertained  by 
seating  the  patient  in  a  chair,  standing  behind  him,  and 
comparing  the  summits  of  the  two  cornea  with  each  other, 
and  with  the  bridge  of  the  nose,  or  the  line  of  the  eye- 
brows. It  can  also  be  ascertained  by  placing  the  straight 
edge  of  a  card  from  the  eyebrow  to  the  prominence  of  the 
cheek  below  the  eye,  and  measuring  the  distance  of  the 
cornea  from  the  card  on  the  two  sides.  The  appearance 
of  prominence  or  recession,  as  seen  from  the  front,  depends 
very  much  on  the  quantity  of  sclerotic  exposed ;  thus, 
slight  ptosis  gives  a  sunken  appearance  to  the  eyes,  and  in 
slight  cases  of  Graves'  disease  the  proptosis  seems  to  increase 
when  the  upper  lids  are  spasmodically  raised.  It  is  to  be 
remembered  that  real  prominence  of  the  eye  may  depend 

1  Apparent  distance  Is  also  influenced  by  the  color  of  the  object.  The 
chromatic  aberration  of  the  eye  is  said  to  afford  the  explanation ;  rays  of  dif- 
ferent refhingibilities  being  focussed  on  slightly  different  parts  of  the  retina. 
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on  enlargement  of  the  eyeball — myopia,  staphyloma,  intra- 
ocular tumor — as  well  as  on  its  protrusion,  and  that  if  only 
one  eye  be  myopic,  the  appearance  will  be  unsymmetrical. 
Decided  proptosis  may  follow  tenotomy  or  paralysis  of  one 
or  more  ocular  muscles.  In  hypermetropia,  in  which  the 
eyeball  is  too  short,  and  in  the  cases  of  paralysis  of  the 
cervical  sympathetic,  the  eye  often  looks  sunken. 

15.  The  uses  of  prisms  have  been  explained  at  p.  84. 
[Their  employment  in  connection  with  the  Maddox  rod 
and  the  diplopia  tests  for  heterophoria  will  be  discussed  in 
Chapter  XXI.] 

16.  Examination  by  focal  illumination  is  described  in 
Chapter  III. 


CHAPTER   III. 

EXAMINATION   OP  THE   EYE  BY  ARTIFICIAL  LIGHT. 

This  includes  (1 )  examination  by  focal  or  oblique  light ; 
(2)  examination  by  the  ophthalmoscope. 

1.  Examination  by  Focal  or  Oblique  Light. 

In  using /oca/,  obligtte,  or  lateral  illuminalion  the  anterior 
parts  of  the  eye  are  examined  with  the  light  of  a  lamp 
concentrated  by  a  convex  lens.  The  method  is  used  to 
detect  or  examine  opacities  of  the  cornea,  changes  in  the 
appearance  of  the  iris,  alterations  in  the  outline  and  area 
of  the  pupil  from  iritis,  and  opacities  of  the  lens.  Such 
an  examination  is  to  be  made  by  routine  in  every  case 
before  using  the  ophthalmoscope.  We  require  a  somewhat 
darkened  room,  a  convex  lens  of  two  or  three  inches  focal 
length,  one  of  the  large  ophthalmoscopic  lenses,  and  a 
bright,  naked  lamp-flame. 

The  patient  is  seated  with  his  face  toward  the  light, 
which  is  at  about  2'  distance.  The  lens,  held  between  the 
finger  and  thumb,  is  used  like  a  burning-glass,  being  placed 
at  about  its  own  focal  length  from  the  patient's  cornea,  and 
in  the  line  of  the  light,  so  as  to  throw  a  bright  pencil  of 
light  on  the  front  of  the  eye  at  an  angle  with  the  obser- 
ver's line  of  sight.  Thus  all  the  superficial  media  and  struc- 
tures of  the  eye  can  be  successively  examined  under  strong 
illumination,  the  distance  of  the  lens  being  varied  a  little, 
according  as  its  focus  is  required  to  fall  on  the  cornea,  the 
iris,  or  the  anterior  or  posterior  surface  of  the  crystalline 
(64) 
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lens,  Fig.  31.  By  varying  the  position  of  the  light  and  of 
the  patient's  eye,  making  Inni  look  up,  down,  and  to  each 
side,  we  can  examine  all  parts  of  the  corneal  surface,  of 
the  iris,  of  the  pupillary  area — i  e.,  the  anterior  capsule  of 
the  lens,  and  of  the  lens  substaace.  If  the  light  be  thrown 
at  a  very  acute  angle  on  tlie  cornea  or  lens,  opacities  are 


much  more  visible  than  if  it  fall  almost  perpendicularly. 
By  habitually  magnifying  the  illuminated  parts  by  a  second 
lens  held  in  the  other  hand,  much  additional  information 
can  be  gained. 

For  complete  exploration  of  all  parts  of  the  crystalline 
lens  the  pupil  must  be  dilated  with  atropine,  but  careful 
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examination  without  atropine  will  generally  enable  us  to 
detect  opacities  lying  in  or  near  the  axis  of  the  lens  even 
if  deeply  seated.  In  examining  the  posterior  pole  of  the 
lens  the  light  must  be  thrown  almost  perpendicularly  into 
the  pupil,  and  the  observer  must  place  his  eye  as  nearly  in 
the  same  direction  as  is  possible  without  intercepting  the 
incident  light.  Opacities  of  the  cornea  and  anterior  layers 
of  the  lens  appear  whitish,  deep  opacities  in  the  lens,  espe- 
cially in  old  people,  look  yellowish,  by  focal  light.  Tumors, 
large  opacities  in  the  vitreous,  and  retinal  detachments 
may  be  seen  by  this  method  if  they  lie  close  behind  the 
lens.  Minute  foreign  bodies  in  the  cornea  will  often  be 
seen  by  focal  light  when  invisible,  because  covered  by  hazy 
epithelium,  in  daylight. 

2.  Ophthalmoscopic  Examination. 

The  ophthalmoscope  enables  us  to  see  the  parts  of  the 
eye  behind  the  crystalline  lens,  by  making  the  observer's 
eye  virtually  the  source  of  illumination  for  the  observed 
eye.  Rays  of  light  entering  the  pupil  in  a  given  direction 
are  partly  reflected  back  by  the  choroid  and  retina,  and  on 
emerging  from  the  pupil  take  the  same  or  very  nearly  the 
same  course  that  they  had  on  entering  (§  12,  p.  30).  Hence 
the  eye  of  the  observer,  if  so  placed  as  to  receive  these 
returning  rays,  must  also  be  so  placed  as  to  cut  off  the 
entering  rays;  as,  therefore,  no  light  can  enter  in  the 
necessary  direction,  none  can  return  to  the  observer's  eye. 
This  is  why  the  pupil  is  usually  black.  Although  with  a 
large  pupil,  especially  in  a  hypermetropic  or  myopic  eye, 
the  observer  receives  some  of  the  returning  rays,  because 
he  does  riot  intercept  all  the  entering  light,  and  in  this  way 
sees  the  pupil  of  a  fiery  red  instead  of  black,  still  for  any 
useful  examination  the  observer's  eye  must,  as  already 
stated,  be  in  the  central  path  of  the  entering  and  emerg- 
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ing  rays.  This  eud  ia  gained  by  looking  through  a  email 
hole  in  a.  mirror,  by  whicli  light  is  reflected  into  the 
patient's  pupil,  and  this  perforated  mirror  is  the  ophthal- 
moscope. There  are  two  ways  of  seeing  the  deep  parts  of 
the  eyeball  by  this  means. 

1.  The  indirect  method  of  examination,  by  which  a  clear, 
real,  inverted  image  of  the  fundus,  somewhat  magDified, 
is  formed  in  the  air  between  the  patient  and  the  observer. 

The  fundus  of  the  eye  seen  on  this  principle  is  magnified 
about  five  diameters,  if  the  eye  be  normal.  The  image  is 
larger  in  h  and  smaller  in  m.  Notice  that  if  the  obser- 
ver's head  be  moved  slightly  from  side  to  aide,  the  image 
will  appear  to  move  in  the  opposite  direction. 

2.  The  direct  method  of  examination,  by  which,  except 
when  the  eye  is  myopic,  a  virtual  erect  image  is  seen,  more 
magnified  than  in  the  former  method  and  situated  behind 
the  patient's  eye. 

The  emmetropic  eye,  with  the  accommodation  fully  re- 
laxed, is  adjusted  for  distant  objects—  i.  e.,  parallel  rays,  and 
receives  a  clear  image  of  such  objects  on  the  layer  of  rods 
and  cones  of  the  retina  (p.  38j.  A  clear  image  of  the 
fundus  of  the  eye— i.e.,  the  retina,  optic  disk,  and  choroid, 
can  be  obtained  in  such  an  eye  on  condition  that  the  eyes, 
both  of  patient  and  observer,  be  adjusted  for  infinite  dis- 
tance— i.e.,  for  parallel  rays;  in  other  words,  that  the 
accommodation  of  both  be  relaxed.  The  fundus  so  seen 
is  magnified  about  20  diameters. 

In  order  to  use  the  ophthalmoscope'  it  is  first  necessary 
to  learn  to  manage  the  mirror  and  light.  1.  Seat  the 
patient  in  a  darkened  room  and  place  a  lamp  with  a  large, 
steady,  naked  flame  on  a  level  with  his  eyes,  a  few  inches 
from  his  head,  and  about  in  a  line  with  his  ear.  The  lamp 
may  be  on  either  side,  but  is  usually  placed  on  his  left,  and 

1  Foicholceof  lDa(ruiiieiilSBe«  Appendix. 
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it  is  better  to  keep  to  the  same  side  until  practice  lies  given 
steadiness  to  the  various  combiiied  movements  which  are 
necessary.  2.  Sit  down  in  front  of  the  patient  with  his 
face  fronting  your  own,  feature  to  feature.  It  is  most  con- 
venient for  the  observer's  face  to  be  a  little  liigher  than 
that  of  the  patient.  3.  Take  the  mirror  of  the  ophthal- 
moscope, without  auy  lens  behind,  and  without  the  large 
lens,  in  your  left  hand  for  esamining  the  patient's  left  eye, 
and  vice  versa  for  his  right  eye,  hold  it,  mirror  toward  the 
patieut,  close  to  your  own  eye,  and  with  the  sighthole 
placed  80  that  with  your  other  eye  closed  you  see  the 
patient  through  it.  Now  rotate  the  mirror  slightly  toward 
the  lamp  until  the  light  reflected  from  the  flame  is  thrown 
into  the  patient's  pupil,  and  open  your  other  eye.  4.  Yon 
will  so  far  have  seen  nothiug  except  the  front  of  the 
patient's  eye,  unless  atropine  have  been  used,  for  he  will 
have  looked  at  the  centre  of  the  mirror,  and  his  pupil, 
strongly  contracted,  wiU  look  either  black  or  very  dull 
red.  5.  Now  tell  him  to  look  steadily  a  little  to  one  side, 
into  vacancy,  or  at  an  object  on  the  other  side  of  the  room. 
The  pupil  will  now  become  red — bright  fiery  red  if  it  be 
rather  large;  a  duller  red  if  it  be  small  or  the  patient's 
complexion  be  dark.  In  one  position,  when  the  eye  uuder 
examination  looks  a  little  iaward,  the  red  will  change  to  a 
yellowish  or  whitish  color,  and  this  indicates  the  position 
of  the  optic  disk.  6.  Learn  to  keep  the  light  steadily  on 
the  pupil,  during  slow  movements  backward  and  forward 
and  from  side  to  side,  taking  care  that  the  patient  keeps 
his  eye  all  the  time  in  the  same  position,  and  does  not 
follow  the  movements  of  the  mirror ;  the  lest  of  Bteadineaa 
will  be  that  the  pupil  remains  of  a  good  red  color  in  all 
positions.  Up  to  this  point  the  examination  may  be  made 
without  atropine ;  and  so  far  only  a  uniform  red  glare  will 
have  been  seen,  no  details  of  the  fundus  being  visible,  unless 
the  patient  be  either  myopic  or  considerably  hypermetropic. 
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In  order  to  see  the  detaila  of  the  fiiodus  it  ia  best  to 
begin  by  learning  the  "  indirect  method,"  Fig,  32,  for, 
though  rather  less  easy,  it  is  more  geoerally  useful  than 
the  direct. 

Take  the  mirror  without  any  lens  behind  it  in  one  hand,' 
and  one  of  the  large  convex  "objective"  lengea  corre- 
sponding to  I  in  the  other.  Always,  if  possible,  have  the 
pupil  dilated  with  atropine,  for  by  this  means  you  learn  to 
see  the  fundus  much  more  quickly  and  easily.  In  exam- 
ining the  patient's  right  eye,  apply  the  mirror  with  your 
right  hand  to  your  right  eye,  holding  the  lens  in  your  left 
hand ;  it  is  beat  to  reverse  everything  for  liis  left  eye,  but 
the  position  of  the  light  need  not  be  changed.  The  hand 
which  carries  the  lens  should  be  steadied  by  resting  the 
little  or  ring-finger  against  the  patient's  brow  or  temple. 

We  usually  begin  by  looking  for  the  optic  disk,  which 
is  one  of  the  most  important  and  easily  seen  parts.  As 
the  disk  lies  to  the  nasal  side  of  the  posterior  pole  of  the 
eye,  the  cornea  must  be  rotated  a  little  inward — i.  e.,  the 
back  of  the  eye  outward,  in  order  to  bring  the  disk  oppo- 
site the  pupil,  when  the  observer  is  immediately  in  front; 
the  right  eye,  e.  g.,  must  be  directed  to  the  observer's  right 
ear,  or  to  the  uplifted  little  finger  of  his  mirror  hand.  The 
patient  must  turn  his  eye,  not  his  head,  in  the  required 
direction.  The  lens  should  be  held  about  2''-3",  and  the 
observer's  eye  be  about  15",  from  the  patient's  eye ;  the 
image  of  the  fundus  being  forraeil  in  the  air  2''  or  3'  in 
front  of  the  lens  will  thus  be  situated  about  10''  from  the 
observer. 

The  bright  red  glare,  from  the  choroid,  will  be  obvimiB 
enough ;  but  most  beginners  find  some  difficulty  iu  avoid- 

'  But  many  learn  to  nee  Ihe  lm»gB  more  qulckiy  and  caBdy  liy  plaolna  a 
coDvei  leiu  af  i  D.  bcbind  Llie  mirror.  If  (ho  observer  weara  gtiueoB  for 
reiullng  he  should  weiirtlieni.  or  put  a.  leiu  of  the  same  stre nut h  behlad  the 
mirror,  for  the  iodlreot  eiamlnfltloEi. 
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ing  the  reflection  of  the  light  from  the  patient's  cornea, 
and  in  adjusting  the  accommodation  and  the  distance  of 
the  head,  so  as  to  see  the  image  clearly.  The  head  must 
be  alowly  moved  a  little  further  from  or  nearer  to  the 
patient,  and  at  the  same  time  uu  attempt  made  to  adjust 
the  eyes,  both  being  kept  open,  for  a  point  between  the 
observer  and  the  lens.  As  a  rule,  the  disk  and  retinal 
vessels  are  seen  clearly  at  the  first  sitting. 

The  optic  disk — ending  of  the  optic  nerve  in  the  eye 
above  the  lamina  cribrosa,  optic  papilla.  Figs,  33  and  3.>— 
i3  round,  well  defined,  much  lighter  in  color  than  the  fiery 
red  of  the  surrounding  fundus,  and  numerous  bloodvessels 
are  seen  to  radiate  from  its  centre,  chiefly  upward  and 
downward.  As  soon  as  the  disk  can  be  easily  seen  the 
student  must  pass  ou  to  the  study  of  the  most  important 
details  of  this  part  itself,  and  of  the  other  parts  of  the 
fundus.  Some  of  these  will  be  described  here  and  others 
iu  the  chapters  on  Diseases  of  the  Choroid  and  Retina,  and 
ou  the  Errors  of  Refraction. 

The  disk,  as  a  whole,  is  grayish-pink  in  color  with  an 
admixture  of  yellow.  It  is  nearly  circular,  but  seldom  per- 
fectly so,  being  often  apparently  oval  or  slightly  irregulai 
Two  differently  colored  parts  are  noticeable — a  central 
patch,  whiter  than  the  rest,  into  which  most  of  the  blood- 
vessels dip;  and  a  surrounding  part  of  pink  or  grayish- 
pink.  In  raany  eyes,  especially  in  old  persons,  we  distin- 
guish a  third  part,  a  narrow  boundary  line  of  lighter  color, 
which  represents  the  border  of  the  sclerotic,  axleral  ring, 
Fig.  33.  The  bloodvessels  consist  of  several  large  trunks 
and  a  varying  number  of  small  twigs;  the  large  trunks 
emet^e  from  the  central  white  part  of  the  disk,  and  often 
bifurcate  once  or  twice  on  its  area ;  the  small  twigs  may 
emerge  separately  from  various  parts  of  the  disk,  or  form 
branches  of  the  large  trunks. 

Tuiations.     The  color  of    the  disk   appears  paler  or 
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darker  according  to  the  color  of  the  surrounding  choroid, 
the  brightness  of  the  light  uaed,  and  the  patient's  age  and 
state  of  health.  A  curved  line  of  dark  pigment  often 
bounds  a  part  of  the  circumference  of  the  disk.  Fig.  35, 
and  has  no  pathological  meaning.  The  central  white  patch 
varies  greatly  in  size,  position,  and  distinctness  ;  it  may  be 
BO  small  as  hardly  to  be  perceptible,  or  very  large ;  may 
shade  off  gradually  or  be  abruptly  defined  ;  may  be  central 
or  eccentric ;  when  large  it  generally  shows  a  grayish  stip- 
pling or  mottling.  Fig.  35.  This  central  white  patch  repre- 
sents a  hollow,  the  physiologieal  cap  or  pit,  compare  Figs. 
35  and  36,  left  by  the  nerve-fibres  as  they  radiate  out  from 


OphthBlmoBCOpIc 
complexton.    Bcleri 


the  centres  of  the  disk  toward  the  retina,  like  the  tentacles 
of  an  open  sea-anemone ;  and  through  it  the  chief  blood- 
vessels pass  on  their  way  between  the  nerve  and  the  retina. 


,  This  depre 


n  b  generally  shaped  like  a  funnel  or  a  dimple, 
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with  gradually  sloping  sides,  Fig.  36 ;  but  sometimes  the 
sides  are  steep,  or  even  overhanging ;  in  other  eyes  it  is 
wide,  shallowed  aad  enlarged  toward  the  outer  side  of  the 
disks.  The  physiological  pit  is  whiter  thau  the  rest  of  the 
disk,  because  the  grayish-pink  nerve-fibres  are  absent  at 
this  part,  and  we  can  therefore  see  down  to  the  opaque, 
white,  fibrous  tissue  which,  under  the  name  of  lamina  en- 
broMi,  forms  the  floor  of  the  whole  disk.  Fig.  36.  The 
stippled  appearance  often  noticed  in  the  pit  is  caused  by  the 
holes  in  this  lamina,  through  which  the  bundles  of  nerve- 
fibres  pass  on  their  way  to  the  retina;  the  holes  appear 
darker  because  filled  by  non-mednllated  nerve-fibres,  which 
reflect  but  little  light. 

The  other  parts  of  the  f^dns.  The  groundwork  is  of  a 
bright  fiery  red — the  choroid,  iit/t  the  retina;  in  many  eyes 
this  color  is  nearly  uniform,  hut  in  persons  of  very  light 
or  very  dark  complexion  we  see  a  pattern  of  closely  set, 
tortuous,  red  bauds  (vessels  of  the  choroid),  separated  by 
spaces  either  darker  or  of  lighter  color.  Fig.  33,  For 
details  see  Chapter  XII. 

Upon  this  red  ground  the  vessels  of  the  retina  divide 
and  subdivide  dicKotomously.  It  will  be  noticed  that  the 
chief  trunks  pass  almost  vertically  upward  and  downward, 
and  that  no  large  branches  go  to  the  part  apparently  inward 
from  the  disk — to  the  left  iu  the  figure;  that  the  visible 
retinal  vessels  are  comparatively  few  and  are  widely  spread  ; 
that  they  become  progressively  smaller  as  they  recede  from 
the  optic  disk ;  and  that  they  never  anastomose  with  each 
other.  Special  attention  must  be  given  to  the  part,  appar- 
ently to  the  inner,  nasal,  side  of  the  optic  disk,  really  to 
its  outer,  temporal  side — which  is  the  region  of  most  accu- 
rate vision,  the  yellow  spot,  y.  s.,  macula  Iviea,  or  shortly, 
"  macula."  In  this  region,  which  comes  into  view  when  the 
patient  looks  straight  at  the  ophthalmoscope,  the  choroidal 

1  ia  duller  and  darker  than  elsewhere.     It  is  skirted  by 
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large  retinal  vessels  which  give  off  numerous  twiga  toward 
it3  centre,  though  none  of  them  can  be  seen  quite  to  reach 
that  point ;  compare  Fig.  78,  Chapter  XIII.  In  many 
eyes  nothing  but  these  indefinite  characters  mark  the 
J.  a. ;  but  in  some,  especially  in  dark  eyes  and  young 
patients,  a  minute  bright  dot  occupies  its  centre,  and  is 
encircled  by  an  ill'bounded  dark  area,  around  which  again 
a  peculiar,  shifting,  white  halo  is  seen.  The  minute  dot  ia 
the/owea  cenlralU,  the  thinnest  part  of  the  retina.  The 
neighborhood  of  the  disk  and  y.  s.  forms  the  central  region 
of  the  fundus.  The  peripheral  parts  are  esplored  by  tell- 
ing the  patient  to  look  successively  up,  down,  and  to  each 
Bide,  without  moving  his  head.  To  see  the  extreme  periph- 
ery the  observer  must  move  his  head  aa  well  as  the  patient 
hia  eye.  Toward  the  periphery  the  choroidal  trunk-vessels 
are  often  plainly  visible  even  when  none  are  distinguishable 
at  the  more  central  parts. 

The  vessels  of  the  retina  are  easily  distinguished  from 
those  of  the  choroid  by  their  course  and  mode  of  branch- 
ing ;  by  the  small  size  of  all  except  the  main  trunks ;  by 
their  sharper  outline  and  clearer  tint;  but  especially  by 
the  presence  of  a  light  streak  along  the  centre  of  each,  | 

Fig.  33,  which  gives  them  an  appearance  of  roundness, 
very  different  from  the  flat,  baud-like  look  of  the  cho- 
roidal vessels.  They  are  divisible  into  two  sets  ;  a  darker, 
larger,  somewhat  tortuous  set — the  veins ;  and  a  lighter, 
brighter  red,  smaller,  and  usually  straighter  set— the  arte- 
ries ;  the  diameter  of  corresponding  branches  being  about  1 
as  3  to  2.  The  arteries  and  veins  run  pretty  accurately 
in  pairs.  Pressure  on  the  eyeball,  through  the  upper  lids, 
causes  visible  pulsation  of  the  arteries  on  the  disk.                           || 

The  indirect  method  of  examination  is  most  generally  <| 

useful,  because  it  gives  a  large  field  of  view  under  a  low  t 

magnifying  power,  about  five  diameters,  and  thus  allows  i 

us  to  appreciate  the  general  character  and  distribution  of  i 
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any  morbid  changes  better  tliao  if  we  begin  with  the  direct 
methwl,  in  which  the  field  of  view  is  smaller  and  the  mag- 
nifying power  much  greater.  It  has  also  the  great  advan- 
tage of  being  equally  applicable  in  all  states  of  refraction, 
whereas  if  the  patient  be  myopic  his  fundus  cannot  be 
examined  by  the  direct  method  without  the  aid  of  a  suit- 
able concave  lens,  found  experimentally,  placed  behind  the 
mirror  (p.  78),  The  inversion  of  the  image  seen  by  the 
indirect  method  is  such  that  what  appears  to  be  upper  is 
lower,  and  what  appears  to  be  E.  is  L, 

Id  the  "  direct  method"  the  examination  is  made  by 
the  mirror  alone,  or  with  a  lens  behind  it,  but  without  the 
intervention  of  the  objective  lens. 

By  this  method  the  parts,  unless  the  eye  be  myopic,  are 
aeen  in  their  true  position,  Fig.  34,  the  upper  part  of  the 
image  corresponding  to  the  upper  part  of  the  fundus,  the 
right  to  the  right,  etc. :  it  is,  therefore,  often  called  the 
method  of  the  "  erect"  or  "  upright"  image;  though,  as 
will  be  seen  below,  these  terms  are  not  strictly  convertible 
with  "direct  examination."  It  is  used:  Cl)To  test  the 
action  of  the  pupils  in  direct  fixation  ;  (2)  to  detect  opaci- 
^  lies  in  the  media,  or  detachment  of  the  retina ;  (3)  to  deter- 
mine the  fixation  power  by  observing  the  corneal  reflex; 
|[4)  to  ascertain  the  condition  of  the  patient's  refraction — 
,  the  relation  of  his  retina  to  the  focus  of  his  Icus- 
83rstem ;  (5)  for  the  minute  examination  of  the  fundus  by 
the  highly  magnified,  virtual,  erect  image  (Fig.  35). 

1,  The  patient  should  be  directed  to  look  at  the  sight-hole 
of  the  mirror,  and  the  light  should  be  turned  alternately 
on  and  off  the  eye ;  the  change  in  shape  and  size  of  the 
pupil  will  then  be  seen  as  the  light  falls  on  the  yellow  spot. 

2.  To  examine  the  media,  the  patient  should  move  his  eyes 
freely  in  diSerent  directions  while  the  light  is  thrown  into 
ihe  pupil  from  a  distance  of  about  twelve  inches.     Detach- 

tinents  of  the  retina  may  be  seen,  as  well  as  opacities  in  the 
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cornea,  leua,  and  vitreous.  These  latter  will  appear  black 
agamet  the  red  background  of  the  eye.  For  more  careful 
examination  of  fine  opacities,  a  strong  convex  lens  k  placed 
behind  the  mirror,  and  the  observer  draws  nearer  to  the 
patient. 

3.  This  method,  attention  to  which  was  called  by 
Priestley  Smith,  is  practised  in  the  following  way ;  The 
patient  is  told  to  look  at  the  mirror ;  the  observer  turns 
the  light  on  one  of  the  patient's  eyes,  and  notices  the 
exact  position  of  the  light  reftex  from  the  surface  of  the 
cornea ;  he  then  quickly  turns  the  light  to  the  other  eye, 
and  com|>are9  the  position  of  the  corneal  light  reflex  in 
the  two  eyes.  The  corneal  reflex  generally  stands  a  little 
nearer  the  inner  than  the  outer  edge  of  the  pupil,  as  the 
visual  axis  usually  lies  to  the  inner  side  of  the  axis  of  the 
cornea ;  if  both  eyes  be  properly  directed,  the  position  of 
the  corneal  reflex  will  be  symmetrical  in  the  two  eyes.  In 
this  way  imi>erfect  fixation  or  strabismus  wUI  be  readily 
detected. 

4.  To  ascertain  the  refraction :  If,  when  using  the  mirror 
aloue  at  a  distance  of  12"-18'',  oc  more,  from  the  patient's 
eye,  we  see  some  of  the  retinal  vessels  clearly  and  easily, 
the  eye  is  either  myopic  or  hypermetropic.  If,  when  the 
observer's  head  is  moved  slightly  from  side  to  side,  the 
vessels  seem  to  move  in  the  same  direction,  the  image  seen 
is  a  virtual  one  and  the  eye  hypermetropic.  The  eye  is 
myopic  if  the  vessels  seera  to  move  in  the  contrary  direc- 
tion ;  the  image  in  M.  is,  indeed,  formed  and  seen  in  the 
same  way  as  the  inverted  image  seen  by  the  "indirect" 
method  of  examination  (compare  Figs.  32  and  104),  but 
except  in  the  highest  degrees  of  M,  it  is  too  large  and  too 
far  from  the  patient  to  be  useful  for  detailed  examination. 
In  low  degrees  of  M.  this  image  is  formed  so  far  in  front 
of  the  patient's  eye  as  to  be  visible  only  when  the  observer 
is  distant  perhaps  'i'  or  4' ;  while  In  E.  and  in  the  lower 
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degrees  of  H.  the  (erect)  image  will  not  be  easily  seen  at 
a  greater  distance  than  12"  or  18"  (Fig,  14).  If,  there- 
fore, in  order  to  get  a  clear  image  by  the  direct  method, 
the  observer  has  to  go  either  very  near  to,  or  a  long  way 
from,  the  patient,  no  great  error  of  refraction  can  be 
present. 

The  above  teats  only  reveal  qualitatively  the  presenee  of 
either  M.  or  H.,  but  by  a  modification  of  the  method  the 
quantity  of  any  error  of  refraction — e.  g.,  H.,  can  be  de- 
termined with  great  accuracy.  Ddennijudion  of  the  refrac- 
tion by  the  ophthahnoacope.  In  E.  the  erect  image  can  be 
seen  only  if  the  observer  be  near  to  the  patient,  and  also 
completely  relax  his  accommodation ;  for  when  the  ob- 
server's head  is  withdrawn  from  the  patient's  eye  the  field 
of  view  of  illumination  rapidly  diminish,  hence  in  E.  no 
useful  view  can  be  gained  by  the  direct  method  without 
going  very  near  to  the  eye. 

In  H.,  where  the  retina  is  within  the  focus  of  the  lens- 
system,  the  erect  image  is  seen  when  close  to  the  patient's 
eye  only  by  an  effort  of  accommodation  in  the  observer, 
but  it  can  also  be  seen  at  a  distance  as  well  as  close  to  the 
patient. 

If  now  the  observer,  instead  of  increasing  the  convexity 
of  his  crystalline,  place  a  convex  lens  of  equivalent  power 
behind  his  ophthalmoscope  mirror,  this  lens  will  be  a 
measure  of  the  patient's  H, — i.  e.,  it  will  be  the  lens 
which,  when  the  patient's  accommodation  is  in  abeyance, 
will  be  needed  to  bring  parallel  rays  to  a  focus  on  hia 
retina.  If  a  higher  lens  be  used,  the  fundus  will  be  more 
or  less  blurred. 

Hence  to  measure  H. :  (1)  Ace.  both  in  patient  and 
observer  must  be  fully  relaxed,  usually  by  atropine  in  the 
patient  and  by  voluntary  effort  in  the  observer;  (2)  the 
observer  must  go  as  close  as  possible  to  the  patient ;  (3)  he 
must  then  place  convex  lenses  behind  his  mirror,  b«^;in- 


EXAMINATION  OF  EYE  BT  ARTIFICIAL  LIQ3T.     79 

ning  at  the  weakest  and  increaaing  the  strength,  till  the 
highest  is  reached  which  still  permits  the  details  of  the 
o.  d.,  or,  better,  of  the  y,  a,,  to  be  seen  with  perfect  clear- 
ness. By  practice  the  distance  between  the  cornea;  of 
patient  and  observer  may  be  reduced  to  iibout  1".  The 
light  must  be  on  the  aame  side  as  the  eye  under  examina- 
tion. The  right  eye  must  examine  the  right,  and  vke  versa. 
In  the  same  way,  though  with  less  accuracy  in  the  high 
degrees,  M.  can  be  measured  by  means  of  concave  lenses ; 
the  lowest  lens  with  which  a  clear,  erect  image  is  obtained 
being  slightly  more  than  the  measure  of  the  M. 

It  is  sometimes  useful  to  know  how  much  lengthening  or 
ahortening  of  the  eye  corresponds  to  a  given  neutralizing  lena. 
The  following  numbers,  slightly  altered  from  Knapp,  are  suffi- 
ciently near  the  truth.  The  distance  between  the  eye  of  the 
observer  and  that  of  the  patient  is  supposed  to  he  not  more 
than  1  inch. 

H.  of   1  D.  represents  ahortening  of   0.3  mm. 


M.  of  1   D.  represents  lengthening  of  0.3  mm. 


Astigmatism  (As.)  may  also  be  measured  by  this  method, 
the  refraction  being  estimated  successively  in  the  two  chief 
meridians  by  means  of  appropriate  retinal  vessels, 


« 


80 


MEANS  OFDuasoais. 


Astignifttiam.  Any  line — e.  g.,  a  horizontally  running 
veasel — ia  seen  hy  means  of  raya  which  pass  through  the 
meridian  of  the  cornea  at  a  right  angle  to  its  course; 
hence  if  a  vertical  vessel  be  clearly  seen  through  a  -f  ^  D- 
lens  there  is  H,  2  D,  in  the  horizontal  meridian,  etc. 

This  application  of  the  direct  method  needs  much  prac- 
tice. The  lenaes,  of  which  there  are  twenty  or  more,  are 
BO  placed  that  they  can  be  revolved  behind  the  mirror 
and  brought  in  succession  opposite  the  sight-hole.  There 
are  many  forms  of  these  "refraction  ophthalmoscopes," 
varying  in  the  details  of  their  construction.    See  Appendix. 
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OpbthBlmoecoplc  itppeannce  of  healtby  tllak,  its  seen  In  tbe  orect  Image. 
Dark  veaeela,  veliis.  Ph;iloIogica1  pit  atippled.  X  15  dlnjaelerB.  (After 
Jaiqeb.) 

5.  The  erect  imc^  is  very  valuable,  on  account  of  the 
high  magnifying  power,  about  20  diametere  in  the  E.  eye, 
for  the  examinatioa  of  the  finer  details  of  the  fundus.  The 
disk  looks  less  sharply  defined,  because  more  magnified, 
than  when  seen  by  the  indirect  method  ;  both  the  disk  and 
the  retina  often  show  a  faint  radiating  striation,  the  nerve- 
fibres  ;  the  lamina  cribrosa  is  often  more  brilliantly  white ; 
and  the  pigment  epithelium  of  the  choroid  can  be  recog- 
nized as  a  fine,  uniform  dark  stippling. 

If  the  refraction  be  E,  or  H.  no  lens  is  needed  behind 
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the  mirror;  if  M,,  a  concave  lens  muat  be  placed  behind 
the  mirror,  of  sufficient  strength  to  give  a  good,  clear, 
erect  image.  The  observer  must  come  as  near  as  possible 
to  the  patient. 

By  reference  to  Fig.  34  it  will  be  seen  that  only  those 
rays  are  useful  which  strike  near  the  centre  of  the  mirror, 
none  others  entering  the  patient's  pupil ;  hence,  it  the 
aperture  ia  the  mirror  be  too  large  the  fundus  will  not 
be  well  lighted.  It  should  not  be  larger  than  3  mm.  nor 
smaller  than  2  mm. 


The  Shadow  Test  (Retinoscopy,  Skiascopy). 

By  this  method  the  refraction  is  determined  by  noticiog 
the  direction  of  movement  of  the  light  thrown  on  to  the 
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retina  by  the  mirror,  when  the  latter  is  rotated.  The 
d^ree  of  error  of  refraction  is  measured  by  the  leus, 
which,  placed  close  to  the  patient's   eye  in  a  case  of 
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ametropia,   renders  the   movement   and   other   characters 

of  the  illumiuation  the  same  as  in  emmetropia.  | 

The  test  is  most  accurate  when  used  at  a  great  distauce  I 

from  the  patient;  in  practice  a  distance  of  about  1  m.  j 

(100-120  cm.,  or  3'— 1')  is  chosen.  The  observer,  seated 
in  front  of  his  patient,  throws  the  light  from  an  ophthal- 
moscope mirror  into  the  patient's  pupil.  He  will  then 
see  the  area  of  the  pupil  illuminated,  and  on  slightly 
rotating  the  mirror  will  notice  a  movement  in  this  lighted  ; 

area,  which  movement  will  have  a  direction  either  the 
same  as,  or  opposite  to,  that  in  which  the  mirror  is  turned, 
"with"  or  "against"  the  mirror.  The  lighted  area  is 
bordered  by  a  dark  shadow,  and  it  is  to  the  edge  of  this 
shadow  that  attention  must  be  directed.  This  edge  is  par- 
allel to  the  axis  on  which  the  mirror  is  turned,  but  moves 
in,  and  shows  the  refraction  of,  the  meridian  at  right  angles 
to  it — e.  g.,  the  shadow  whose  edge  passes  vertically  across  ■ 

the  pupil  moves  aeross  the  horizontal  meridian,  the  refrae-  I 

tion  of  which  it  imiieatea,  and  viae  versa.    Retinoacopy  may  'i 

be  practised  with  a  concave  or  a  plane  mirror.     With  the  I 

former  the  shadow  moves  "against"  the  mirror  in  E.,  H,, 
aod  low  M.,  and  "  with  "  the  mirror  in  M,  of  more  than  1  D.  , 

With  the  latter   these  movements  are  exactly  reversed,  I 

The  light  should  be  thrown  as  nearly  as  possible  in  the 
direction  of  the  visual  axis,  and  the  lamp  be  placed  imme-  I 

diately  over  the  patient's  head  rather  than  to  one  side.  , 

1.  With  a  concave  mirror,  of  about  22  cm.  focus.  Fig.  ,j 

37.  In  Fig.  37, 1,  the  mirror,  m,  forms  an  inverted  image, 
r,  of  the  light,  l,  at  its  principal  focus,  and  r  becomes  the 
source  of  light  for  the  eye,  E.  A  second  image  of  i,  again 
inverted,  is  formed  at  i'  on  the  retina  of  e.  If  the  far 
point  of  E  be  at  I  this  retinal  image,  i',  will  be  clear  and 
distinct,  but  in  every  other  case  it  will  be  more  or  less 
out  of  focus  and  indistinct.  On  rotating  m  to  m',  i 
will  move  to  i'  aiid  i'  to  i",  and  these  movements  (of  i 


1  matter  what  the  refraction  of  e 
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and  i')  will  u 
may  be. 

The  observer  placed  behind  m  sees  an  image  of  i'  formed 
in  the  same  way  as  the  image  of  the  fundus  seen  by  the 
direct  method,  and  therefore  either  inverted  and  real,  or 
erect  and  virtual,  according  as  the  refraction  of  the  eye 
is  M,  or  H.  (p.  78).  If  the  observer's  eye  be  accurately 
adapted  for  this  image  of  i',  he  will  indeed  see  not  only 
the  light  and  shadow,  but  the  retinal  vessels;  he  neglects 
these,  however,  in  attending  to  the  movements  of  the 
shadow. 

In  the  following  description,  l,  i,  and  i'  are  disregarded, 
i'  or  i''  being  considered  as  the  source  of  light. 

It  E  be  myopic.  Fig.  37,  2,  the  image  of  i'  is  real  and 
inverted  and  formed  at  i",  the  far  point  of  e  (compare 
Fig.  104).  On  rotating  the  mirror,  as  in  Fig.  37,  1,  i' 
will  move  to  i",  and  l"  will  move  to  :'"— i.  e.,  the  image 
seen  by  the  observer  moves  in  the  same  direction  ag  (or 
"tvilh")  the  mirror. 

If  E  fie  hypermetropic,  Fig.  37,  3,  or  emmetropic,  rays 
reflected  from  its  retina  leave  the  eye  divergent  or  par- 
allel, and  are  not  brought  to  a  focus  after  emerging ;  the 
observer  therefore  sees  a  virtual  image  erect  at  i",  the  vir- 
tual focus  of  i',  compare  Fig.  13,  and  sees  its  movements 
actually  as  they  occur — i.  e.,  in  the  same  direction  as  the 
movements  of  the  real  image  i'  or  i",  and  therefore 
"against"  the  movements  of  the  mirror.  Hence  in  H, 
and  Em.  the  skadoiv  moves  againd  the  mirror. 

The  above  statement  for  myopia  is  true  only  if  the 
observer  be  beyond  the  far  point  of  the  observed  eye. 
See  Myopia.  In  M.  of  1  D.  the  rays  returning  from  the 
patient's  eye  are  focussed  at  a  distance  of  1  m.,  and  if  the 
observer  intercei)t  these  rays  before  they  meet  (Fig.  37,  4) 
he  will  refer  them  toward  i"  and  t'",  and  obtain  an  erect, 
virtual  but  unfocussed  image  of  i',  the  movements  of  which 
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will  be  the  same  as  those  in  H.  or  E.,  Fig.  37,  Z—i.  e., 
againd  the  mirror.  Hence,  at  a.  distance  of  about  1  m., 
movement  "againat"  the  mirror  may  indicate  M.  of  about 
1  D.,  or  E.  or  H.  The  lowest  M.  which  can  give  the  char- 
acteriatic  movement  at  thia  distance  is  slightly  more  than 
I  D.,  say  1.25  D. 

2.  With  a  pUne  mirror,  Fig.  38.  Here  the  Bource  of 
light  for  the  observed  eye  is  an  erect  and  virtual  image  of 
the  flame  formed  at  the  same  diatance  behind  the  mirror 
as  the  lamp  ia  in  front  of  it.  In  Fig.  38,  1,  this  image  is 
at  I,  the  virtual  focus  of  l.  A  second  and  inverted  image 
oi  I'm  formed  on  the  retina  of  k  at  i.  The  movements  of 
these  images,  on  rotation  of  the  mirror,  are  the  reverae  of 
those  of  the  image  i  (and  ita  retinal  image  ['),  Fig.  .37,  1, 
obtained  when  the  concave  mirror  is  used.  When  the 
mirror  m  is  rotated  to  m',  I  will  move  in  the  opposite 
direction  to  I,  but  its  retinal  image  i  will  move  to  i' — t.  e., 
in  the  same  direction  as,  or  m(A  the  mirror.  These  move- 
menta  of  /  and  i  occur  in  every  eye,  whatever  its  refrac- 
tion. In  E.  and  H.,  however,  the  movement  of  the  retinal 
image  Is  seen  aa  it  occurs,  and  therefore  with  the  mirror; 
but  in  M.,  Fig.  38,  2,  the  observer  sees  an  inverted  image  of 
[  formed  at  the  far  point  of  e,  and  its  movements  are  exactly 
the  reverae  of  those  of  the  retinal  image.  Therefore,  when 
on  rotating  m  to  m',  i  moves  to  i'  the  image  i'  seen  by  the 
observer  moves  to  r" — i.  e. ,  against  the  mirror.  If  the  plane 
mirror  be  used  at  a  distance  of  rather  more  than  1  m,  (3'-4') 
from  the  patient,  a  movement  of  the  shadow  ivith  the 
mirror  will  occur  in  M.  of  1  D,  or  less,  for  the  reasons  given 
previously,  Fig.  37,  4 ;  but  if  the  observer  be  about  2  m. 
(say  7')  away  the  characteristic  movement  again^  the  mir- 
ror will  be  obtained  unless  the  M.  be  leas  than  0.5  D. ; 
since  the  far  point  of  an  eye  with  M.  0.5  D.,  and  there- 
I  fore  the  image  seen,  is  at  2  m.     As  a  plane  mirror  gives 

^^^^St  a  long  distance  a  better  illumination  ihan  a  concave  one. 
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it  cao,  if  necessary,  be  used  at  a  greater  distance  from  the 
patient,  and  by  this  means  low  degrees  of  ametropia  be  very 
accurately  measured.  Generally,  however,  the  distance 
given  (3'-4')  will  be  found  most  convenient. 

In  employing  retinoscopy  the  patient  is  armed  with  a 
trial  frame  into  which  lenses  are  successively  put  until 
one  is  reached  which  just  reverses  the  movement  of  the 
shadow.  This  lena  indicates  nearly,  but  not  quite,  the 
refraction  of  the  eye  under  observation.  In  H.  we  must 
subtract  (about)  1  D.  from  the  lowest  -\-  lena  which  re- 
verses the  shadow,  because  we  know  that  this  movement 
would  not  occur  till  a  myopia  of  at  least  1  D.  had  been 
produced.  In  M.,  for  the  same  reason,  1  D.  must  be  added 
to  the  lowest  —  lens  which  reverses  the  shadow. 

Astigmatism  is  easily  detected,  and  its  amount  measured 
by  observing,  on  rotating  the  mirror,  first  from  side  to  side, 
then  from  above  downward,  whether  the  shadow  has  the 
same  movement  and  characters  in  each  direction ;  or  by 
noting  that  when  the  shadow  in  one  meridian  ia  "corrected  " 
by  a  lens,  the  meridian  at  right  angles  to  it  still  shows  de- 
cided ametropia.  The  lena  is  then  found  which  corrects 
the  latter  meridian,  and  the  As.  equals  the  difference 
between  the  two  lenses. 

Apart  from  the  direction  in  which  the  image  (aud  shadow) 
moves,  something  may  be  learned  from  variations  in  (1)  its 
brightness ;  (2)  its  rate  of  movement ;  (3)  the  form,  straight 
or  crescentic,  of  its  border.  The  image  is  brightest,  its 
movement  quickest  and  most  extensive,  in  very  low  M. 
and  in  Em.  The  higher  the  ametropia,  whether  M.  or 
H.,  the  duller  is  the  illumination,  the  slower  and  less 
extensive  its  movement,  and  the  more  crescentic  and  ill- 
defined  its  shadow  border.  The  brighiiieex  of  the  image 
depends  on  how  clearly  i.  Fig.  37,  1,  is  fociissed  on  the 
retina ;  the  more  accurately  i'  is  an  image  of  i,  the  brighter 
and  larger  wiU  i".  Fig.  37,  2  or  3,  be ;  and  as  the  flame  ia    . 
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rectangular,  the  borders  ot  the  image  will  be  nearly  atraightiB 
These  conditions  occur  when  the  eye  is  exactly  adapted  ' 
for  the  distance  of  i—i.  e.,  in  M.  of  1  D.  or  lesa.  If  the 
M.  he  higher  than  1  D.,  i  will  be  out  of  focus,  and  there- 
fore be  spread  over  a  larger  retinal  area,  and  being  formed 
by  the  same  number  of  rays  as  before,  it  will  be  less  bright. 
The  image  i".  Fig.  37,  2,  will  be  correspondingly  diffused 
and  dull,  and  being  formed  nearer  to  the  patient's  eye,  as 
for  example  at  x,  it  will  move  only  from  a;  to  ^  in  the  i 
same  time  aa  i"  takes  in  moving  to  i'",  and  henee  its  move- 
ment is  slower  and  less  extensive.  The  same  is  true  in  H., 
Fig.  37,  3,  because  the  higher  the  H.,  the  more  difliised  a 
r*  and  the  nearer  is  i"  to  the  patient's  eye.  In  both  cases, 
high  M.  and  high  H.,  the  border  of  the  shadow  is  cres- 
centic  because  the  diffused  image  forms  a  nearly  rouiu 
area  on  the  retina. 

Retinoscopy  is  a  valuable  mea,ns  of  objectively  determin-a 
ing  the  quantity  of  any  error  of  refraction,  and  aa  it  iiil 
more  easily  learned,  and  on  the  whole  more  accurate  in  ii 
reijults,  than  estimation  by  the  direct  method,  it  has,  i 
hands  of  many,  almost  displaced  the  latter  method  during'] 
-  the  last  four  or  five  years  as  a  preliminary  to  testing  the  J 
patient  with  trial  lenses.  For  the  quick  discovery  of  very  J 
slight  astigmatism,  and  of  the  direction  of  the  chief  meri^ 
dians  in  astigmatism  of  all  degrees,  retinoscopy  probabljlf 
excels  all  other  methods. 

Retinoscopy,  however,  carries  with  it  none  of  the  ooI-S 
lateral  advantages  afforded  by  a  thorough  training  in  thaa 
more  difficult  "direct  method  ;"  for  in  retinoscopy  v 
nothing  and  think  nothing  of  the  condition  of  the  fundus 
of   the  eye.     Accurate   retinoacopy  is   not  quicker  than 
measurement  by  this  direct  method;  indeed,  with  a  good 
instrument  the  latter  method  certainly  has  the  advantage 
in  rapidity. 


PART  II. 

CLINICAL   DIVISION. 


CHAPTER    IV. 


DISEASES  OP  THE   EYELIDS. 


The  border  of  the  lid,  which  contains  the  Meibomian 
glauds,  the  follicles  of  the  eyelashes,  and  certain  modified 
sweat-glands  and  aebaceous  glauds,  is  often  the  seat  of 
troublesome  disease.  Being  half  skiu  and  half  mucous 
membrane,  it  is  moist  and  more  susceptible  than  the  skin 
itself  to  irritation  by  external  causes ;  being  a  free  border, 
its  circulation  is  termiual,  and  therefore  especially  liable 
to  stagnation.  Its  numerous  and  deeply-reaching  glandu- 
lar structures,  therefore,  furnish  an  apt  seat  for  chronic 
inflammatory  changes. 

Blepharitis  (ophthalmia  tarsi,  tinea  tarai,  sycosis  tarsi) 
includes  all  cases  in  which  the  border  of  the  eyelid  is  the 
seat  of  subacute  or  chronic  inflammation.  There  are  sev- 
eral types.  The  skin  is  not  mneli  altered,  but  chronic  thick- 
ening of  the  conjimctiva  near  the  border  of  the  Ud  is  gen- 
erally observed.  The  disease  may  affect  both  lids  or  only 
one,  and  the  whole  length  or  only  a  part. 

In  the  commonest  and  worst  form  the  glands  and  eye- 
lash-follicles are  the  principal  seats  of  the  disease.  The 
symptoms  are,  firm  thickening  and  dusky  congestion  of 
the  border  region,  with  exudation  of  sticky  secretion  from 
(89) 


y 


its  edge,  gluing  the  lashes  together  into  little  pencils.  Very 
mild  cases  present  merely  overgrowth  of  lashes  and  excess. 
of  Meibomian  secretion.  But  geuerallj  the  disease  pro- 
greases  ;  little  excoriations,  and  ulcers  covered  by  scab^.j 
form  along  the  free  border,  and  often  minute  pustules 
appear ;  the  thickeuiug  and  vascularity  increase ;  the 
lashes  are  loosened,  and  free  bleeding  occurs  if  they  are 
pulled  out.  After  months  or  years  of  varying  activity 
some  or  all  of  the  hair-follleles  become  altered  in  size  and 
direction,  or  quite  obliterated,  and  the  lashes  stunted,  mis- 
placed, or  entirely  lost.  Aa  the  thickening  gradually  dis- 
appears, little  lines,  or  thin  seams,  of  scar  form  just  within 
the  edge  of  the  lid,  and  often  cause  slight  eversion.  The 
resulting  exposure  of  the  marginal  conjunctiva,  added  to 
the  scantiness  of  the  cilia,  causes  the  disagreeably  raw  and 
bald  appearance  termed  lippiiudo;  and  epiphora,  from 
eversion,  tumefaction,  or  narrowing  of  the  puncta,  often 
results.  Often,  however,  the  disease  leads  to  nothing 
worse  than  the  permanent  loss  of  a  certain  number  of  the 
lashes. 

In  another  type  the  changes  are  quite  superficial— mar- 
ginal eczema  ;  the  patient  is  liable,  perhaps  through  life,  to 
soreness  and  redness  of  the  borders  of  the  lids,  and  little 
crusts,  scales,  or  pustules  form  at  tlie  roots  of  the  lashes, 
the  growth  of  the  lashea  not  being  much  interfered  with. 
In  such  people  the  eyes  look  weak  or  tender ;  the  condi- 
tion b  made  worse  by  exposure  to  heat,  dust,  and  wind, 
and  by  long  spells  of  work.  See  Chronic  Liacrhymal  Con- 
junctivitis, p.  121. 

Ophthalmia  tarsi  generally  begins  in  childhood,  and  an 
attack  of  measles  is  a  common  exciting  cause.  It  seldom 
becomes  severe  or  persistent  except  from  neglect  of  clean- 
liness in  a  child  with  sluggish  circulation  ;  the  patients  are 
generally  anemic,  often  scrofulous,  and  the  condition  ia 
then  oft«n  the  result  of  a  previous  more  acute  ophthalmia. 
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In  adults  severe  aycosia  of  the  eyelids  may  accompany 
sycoitiB  of  the  beard,  but,  as  a  rule,  uo  teudency  to  Buch 
disease  of  the  skin  is  observed. 

Treatment, — When  the  inflammatory  symptoms  are 
aevere  nothing  has  such  a  marked  effect  as  pulling  out  all 
the  lashes.  Cases  of  a  few  weeks'  ataniliog  may  be  cured 
and  recurrences  in  older  cases  very  much  relieved  by  one  or 
two  such  epilations,  together  with  local  remediea.  Local 
applications  are  always  needed  (I)  for  the  removal  of  the 
scabs ;  (2)  to  subdue  the  inflammatory  symptoms.  A  warm 
alkaline  and  tar  lotion,  with  which  the  lids  are  to  be  care- 
fully  soaked  for  a  quarter  of  an  hour  night  and  morning, 
followed  by  a  weak  mercurial  ointment  applied  along  the 
edges  of  the  lids  after  each  bathing,  is  an  efficient  plan  if 
the  mother  will  take  pains.  lu  liad  cases  painting,  or  pen- 
cilling, the  border  of  the  lid  with  nitrate  of  silver,  either  in 
strong  solution,  or  the  diluted  stick,  or  the  use  of  weak 
copper  drops,  is  very  useful  in  addition  to  the  ointment. 
In  old  cases  with  much  epiphora  the  canaliculus  is  to  be 
sht  up.  The  patients  generally  need  a  long  course  of  iron. 
(F.  1,  2,  .3,  6,  18,  19,  20,  28,  29.) 

A  stye  is  the  result  of  suppurative  inflammation  of  the 
connective  tissue,  or  of  one  of  the  glands,  in  the  margin 
of  the  lid.  Owing  to  the  close  texture  of  the  tarsus  and 
the  vascularity  of  the  parts,  the  pain  and  sweUing  are 
often  aevere,  and  even  alarming  to  the  patient.  The 
matter  generally  points  around  an  eyelash ;  but  if  seated 
in  a  Meibomian  gland,  it  may  point  either  to  the  border 
of  the  lid  or  to  the  conjunctiva,  rarely  to  the  skin. 

Styes  almost  always  show  some  derangement  of  health, 
especially  of  the  stomach  or  reproductive  organs.  Over- 
use of  the  eyes,  especially  if  ametropic,  is  the  exciting 
cause  in  some  cases ;  exposure  to  cold  wind  in  others. 
Styes  are  very  apt  to  recur,  singly  or  in  crops,  for  several 
weeks  or  months. 
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Treatment. — A  stye  may  sometimes  be  cut  short,  if 
seen  quite  early,  by  the  vigorous  use  of  an  antiphlogistic 
lotion;  but  an  incision  followed  by  hot  fomentations  or 
a  poultice  is  usually  more  efficacious ;  the  puncture  must 
be  made  parallel  to  the  free  border,  and  extend  rather 
deeply;  a  Beer's  knife  or  broad  needle.  Figs.  157  and 
142,  may  be  used.  The  health  always  needs  attending 
to,  and  a  purgative  iron  mixture  often  suits  better  than 
anything  else. 

Some  persons  are  subject  to  very  small  pustules  or  styes, 
much  more  superficial  than  the  above,  and  less  closely 
associated  with  derangement  of  health. 

A  Meibomian  gland  is  often  the  scene  of  chronic  over- 
growth, a  little  tumor  in  the  substance  of  the  lid  being  the 
result — Meibomian  cyst,  chalazion.  In  a  few  weeks  or 
months  the  growth  becomes  as  large  as  a  pea,  forming  a 
firm,  hemispherical,  painless  swelling,  over  which  the 
skin  is  freely  movable.  A  dusky  spot  where  the  tarsal 
tissues  are  thinned  marks  the  conjunctival  aspect,  and 
when  spontaneous  rupture  has  occurred,  a  flattened  mass 
of  granulation  is  found  there.  The  deeper  part  of  the 
gland  is  the  common  seat  of  disease;  if,  as  sometimes 
happens,  the  part  near  the  edge  of  the  lid  is  affected,  the 
tumor  usually  remains  very  small.  Occasionally  the 
growth  pushes  forward,  and  adhesion  to  the  skin  occurs ; 
even  then  it  is  easily  distinguished  from  a  sebaceous  cyst 
by  the  firmness  of  its  deep  attachment.  During  its  course 
the  cyst  may  inflame  and  even  suppurate,  and  in  the  latter 
case  it  forms  one  variety  of  "  stye."  The  same  tumor  may 
inflame  several  times,  and  finally  suppurate  and  shrink. 
Like  styes,  these  tumors  are  apt  to  continue  forming  one 
after  another.  They  are  much  commoner  in  young  adults 
than  earlier  or  later  in  life,  but  they  are  now  and  then  seen 
in  infants.  Patients  as  often  apply  for  the  disfigurement 
as  for  any  discomfort  which  these  little  growths  occasion. 
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Treatment, — The  (iyat  ia  to  be  removed  from  themiwr 
surface  of  the  lid  ;  but  if  it  points  forward,  the  incision 
may  be  in  the  skin.  The  tumor  generally  conaista  of  a 
soft,  pinkish,  gelatinous  mass,  or  of  a  gruelly  or  puriform 
fluid,  without  a  cyst  wall.  Sometimes  the  contents  are 
very  firm  and  adherent.     See  Operations. 

Small  yellow  dots  are  eometimes  seen  on  the  inner  sur- 
face of  the  lida,  due  to  little  che«sy  collections  in  the  Meibo- 
mian glanda,  and  causing  irritation  by  their  hardness. 
They  should  be  picked  out  with  the  point  of  a  knife. 

Warty  formations  are  not  very  common  on  the  border 
of  the  lid,  and  are  of  little  consequence  except  in  elderly 
people,  in  whom  they  should  be  looked  upon  with  suspi- 
cion as  possible  starting-points  of  rodent  cancer.  A  small, 
fleshy,  yellowish-red,  flattened  growth  is  sometimes  met 
with  just  upon  the  tarsal  border,  and  apparently  seated  at 
the  mouth  of  a  Meibomian  gland.  It  causes  some  irrita- 
tion, and  should  be  pared  off.  iSmall  pellueid  cysia  are  also 
not  imcommou  on  the  lid  border.  Cutaneous  horns  are 
occasionally  seen  on  the  skin  of  the  eyelids. 

Mollnscum  contagiosum  is  partly  an  ophthalmic  disease, 
because  so  often  seated  upon  the  eyelids.  One  or  more 
little  rounded  prominences,  showing  a  small  dimpled  ori- 
fice at  the  top,  pluggedby  dry,  sebaceous  matter,  are  seen 
in  the  skin,  varying  from  the  size  of  a  mustard-seed  to  a 
cherry,  but  usually  not  larger  than  a  sweat-pea;  at  first 
they  are  hemispherical,  but  afterward  become  constricted 
at  the  base.  The  skin  ia  tightly  stretched,  thinned,  and 
adherent.  The  larger  specimens  sometimes  inflame,  and 
their  true  nature  may  then,  without  due  care,  be  mis- 
taken. Each  moUuBcum  must  be  removed,  the  white, 
lobulated,  gland-like  mass  which  forms  the  growth  being 
squeezed  out  through  the  incision  made  by  a  knife  or  scis- 
sors. 

Xanthelasma  palpebrarum  appears  as  one  or  more  yellow 
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pnk^luv  like  pieces  of  waah-Ieather  in  die  dkin.  Tarring 
from  mvre  dotfl  to  the  size  of  a  kidner  bean,  quite  soft  in 
trxtuns  and  verj  little  raised.  The  disease  is  commonest 
iH»ar  th<'.  inner  canthas,  and  onless  symmetrical  is  osnally 
on  tlio  ]<'ft  flide.  It  occurs  chiefly  in  elderiy  persons  who 
Imvo  prrvionnly  been  subject  to  become  very  daik  around 
till'  vyi^  when  out  of  health.  The  patches  are  due  to  in- 
filtrntion  of  the  deeper  parts  of  the  skin  by  groups  of  cells 
IoikIimI  witl)  yellow  fat.  The  frequency  of  xanthelasma  in 
tlio  ry(*li(lM  is,  |)erhap8,  related  to  the  normal  presence  of 
rrrtiiin  )u»(*uliar  granular  cells,  some  of  which  contidn  pig- 
iiKMit.  in  tho  skin  of  these  parts. 

The  podiculus  pubis  (crab-louse)  in  very  rare  cases  will 
rnu'li  lli(»  ('Voliwh(\s  and  flourish  there.  The  lice  cling  close 
to  tlx'  honlor  of  the  lid,  and  look  like  dirty  scabs;  the  eggs 
nrv  (liirkn',  and  may  also  be  mistaken  for  bits  of  dirt.  The 
Hl)M<>n<'o  of  infliitnnuition  and  the  rather  peculiar  appear- 
nn(*(\^  will  load,  in  doubtful  cases,  to  the  use  of  a  magnify- 
ing ^lasM,  by  which  the  question  will  be  at  once  settled. 

Ulcers  on  the  eyelids  may  be  malignant,  tubercular, 
hipoiis,  or  syphilitic;  and  in  the  last  case  the  sore  may 
!)(»  <Mllirr  a  cliancro  or  a  tertiary  ulcer. 

Rodent  c<ancer  (^nxhMit  ulcer,  flat  epithelial  cancer)  is  by 
far  (lie  coninioncst  form  of  carcinoma  affecting  the  eye- 
lids; cases  of  (»yclid  cancer  occasionally  present  both  the 
clinical  and  pathoh)«j;i(;al  characters  of  ordinary  epithe- 
lioma. The  peculiarities  of  rodent  cancer  are  that  it  is 
of  v(Ty  slow  growth,  that  ulceration  almost  keeps  pace 
with  th(i  n(»w  growth,  and  that  it  does  not  cause  infection 
of  lymphatics.  It  seldom  begins  before,  generally  not 
until  considerably  after,  middle  life,  and  its  course  often 
extends  over  many  years.  Beginning  as  a'*  pimple"  or 
*'  wart,"  it  slowly  spreads,  but  years  may  pass  before  the 
ulcer  is  as  large  as  a  sixpence.  When  first  seen  we  gener- 
ally find  a  shallow  ulcer,  covered  by  a  thin  scab,  most 
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1  involving  the  skin  at  the  inner  end  of  the  lower  lid. 
Its  edge  is  raised,  siniinus,  nodular,  and  very  hard,  but 
Deither  inflamed  nor  tender.  Slowly  extending  both  in 
area  and  depth,  it  attacks  all  tissues  alike,  finally  destroy- 
ing the  eyeball  and  opening  into  the  nose.  In  a  very  few 
chroDic  cases  the  disease  remains  quite  superficial,  and 
cicatrizatioa  may  occur  at  some  parts  of  the  ulcerated 
surface.  Now  and  then  a  considerable  nodule  of  growth 
forms  in  the  skin  before  ulceration  begins. 

The  diagnosis  is  generally  easy.  A  long-standing  ulcer 
of  the  eyelids  iu  an  adult  is  nearly  certain  to  be  rodent 
cancer.  Tertiary  ayphilUie  ulcers  are  much  less  chronic, 
more  inflamed  and  punched  out,  and  devoid  of  the  very 
peculiar,  hard  edge  of  rodent  ulcer;  moreover  they  are 
very  rare.  Lupus  seldom  occurs  bo  late  in  life  as  rodent 
cancer,  presents  more  inflammation  and  much  less  hard- 
ness, and  is  often  aeeompanied  by  lupus  elsewhere  on  the 
cutaneous  or  mucous  surfaces.  Lupus  is  seldom  dilHcuIt 
to  distinguish  on  the  eyelids  from  tertiary  syphilis,  the 
latter  being  more  acute,  more  dusky,  and  showing  more 
loss  of  substance,  with  none  of  the  little,  ill-defined,  soft 
tubercles  seen  in  lupus. 

When  a  c/w«cre  occurs  on  the  eyelid'  the  induration  and 
swelling  are  usually  very  marked,  the  surface  abraded  and 
moist,  but  not  much  ulcerated ;  the  glands  in  front  of  the 
ear  and  behind  the  jaw  become  much  enlarged. 

Several  cases  are  on  record  in  which  a  hard  chancre 
formed  on  the  palpebral  conjunctiva,  so  far  from  the 
border  of  the  lid  as  to  be  quite  concealed.  In  such  cases 
the  swelling  bears  considerable  resemblance  to  a  large 
Meibomian  cyst;  there  are  enlarged  glands  and  well- 
marked  constitutional  symptoms. 
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Treatment  of  Rodent  Cancer.  Early  removal  is 
of  great  importance,  and  probably  the  more  bo  in  pro- 
portion to  the  youth  of  the  patient.  Chloride  of  zinc 
paste  or  the  actual  cautery  is  necessary  iu  addition  to 
the  knife  in  bad  cases;  scraping  may  also  be  employed. 
The  disease  is  very  apt  to  return  locally.  Even  in  very 
advanced  cases,  where  complete  removal  is  impossible, 
the  patient  may  be  made  much  more  comfortable,  and 
life  probably  prolonged,  by  vigorous  and  repeated  treat- 
ment. 

Tubercle  of  the  Conjunctiva  is  generally  primary;  it 
begins  in  the  upper  lid  in  the  tarsal  conjunctiva,  or  in  the 
retrotarsal  fold;  as  a  rule,  the  ujijrer  lid  is  swollen,  aud 
when  everted  presents  either  a  punched-out  ulcer  with  a 
gray  base,  or  a  mass  of  small  gray  miliary  tubercles.  The 
pre-auricular  gland  is  very  frequently  enlarged,  and  may 
suppurate.  If  left  alone  the  disease  may  spread  to  the 
eyeball,  or  invade  the  substance  of  the  lid,  and  may  lead 
to  secondary  infection  of  other  parts  of  the  body.  The 
diseased  parts  should  be  excised,  or  thoroughly  scraped 
and  cauterized,  and  the  operation  should  be  repeated  as 
long  as  any  trace  of  the  disease  remains. 

Congenital  ptosis  is  a  not  very  rare  affection.  It  maybe 
double  or  unilateral,  is  present  from  birlh,  and  its  causation 
is  unknown.  I  believe  it  is  never  complete.  It  sometimes 
seems  to  diminish  in  the  first  few  years  of  life,  but  probably 
never  disappears.  Although  the  lid  droops,  the  skin  is  often 
scanty,  the  lid  heing  tight  and  deficient  iu  the  natural 
folds.  Operations  have  been  devised  for  producing  deep 
cicatricial  bands,  by  means  of  subcutaneous  sutures  passed 
from  the  brow  to  the  taRus  (Bowman,  Pagenstecher, 
Wecker).  Pauaa  has  deviaed  a  new  operation  more  re- 
cently. These  rather  tedious  procedures  avoid  the  risk  of 
further  ahorteuing  of  the  lid  which  attends  the  simpler 
operation  of  removing  an  elliptical  fold  of  skin.     I  have 
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obtained  considerable  improvement  from  Pagenstecher's 
operation. 

Epicanthns  is  a  rare  condition,  in  which  a  fold  of  skin 
stretches  across  from  the  inner  end  of  the  brow  to  the  side 
of  the  nose,  hiding  the  inner  canthus.  If  it  does  not  dis- 
appear as  the  child's  nose  develops,  an  operation — removal 
of  a  piece  of  skin  from  the  bridge  of  the  nose,  sometimes 
combined  with  canthoplasty — is  indicated. 

Oongenital  trichiasis.  This  condition  is  not  very  uncom- 
mon in  children;  the  lashes  of  the  lower  lid,  instead  of 
having  their  normal  direction,  are  turned  upward  and 
backward,  and  come  into  contact  with  the  globe,  giving 
rise  to  irritation  of  the  conjunctiva  and  cornea.  To  restore 
the  lashes  to  their  proper  direction,  an  elliptical  piece  of 
skin  should  be  removed  from  the  lower  lid. 


CHAPTER   V. 

DISEASES  OP  THE   LACHRYMAL  APPARATUS.* 

These  may  be  divided  into  the  affections  of  the  secreting 
parts — the  lachrymal  gland  and  its  ducts ;  and  those  of  the 
drainage  apparatus — the  puncta,  canaliculi,  lachrymal  sac, 
and  nasal  duct.  In  the  great  majority  of  cases  the  fault 
lies  entirely  in  the  drainage  system. 

The  flow  of  tears  over  the  edge  of  the  lid,  *  *  watery  eye/' 
is  called  epiphora  or  stilliddium  lacrymarum.  No  useful 
purpose  is  served  by  keeping  the  two  names,  and  only  the 
former  will  be  here  used.  Lachrymation  indicates  the  in- 
creased flow  which  often  accompanies  inflammation  of  the 
eyeball. 

The  drainage  system  may  be  at  fault  in  any  part  from 
the  puncta  to  the  lower  end  of  the  nasal  duct. 

The  slightest  change  in  the  position  of  the  lower  punc- 
tum  causes  epiphora.  In  health  the  punctum  is  directed 
backward  against  the  eye ;  if  it  look  upward  or  forward 
the  tears  do  not  all  reach  it,  and  some  will  then  flow  over 
the  lid.  Thus  in  paralysis  of  the  facial  nerve  the  patient 
sometimes  comes  to  us  for  epiphora  before  he  notices  the 
other  symptoms ;  the  watering  is  caused  partly  by  loss  of 
the  compressing  and  sucking  action  of  the  punctum  that  is 
effected  in  winking,  by  those  fibres  of  the  orbicularis  which 
lie  in  relation  with  the  lachrymal  sac,  partly  by  a  slight 
falling  of  the  lid  away  from  the  eye  and  a  consequent  dis- 
placement of  the  punctum.  The  various  chronic  diseases 
of  the  border  of  the  lids  (ophthalmia  tarsi),  and  also  gran- 

1  For  Diseases  ot  Lachrymal  Gland  see  Diseases  of  Orbit,  Chapter  XIX. 
(98) 
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Blar  disease  of  the  conjunctiva  (granular  lids),  are  common 
.BOurces  of  (1)  tumefaction,  with  narrowing,  of  the  puncta 
Mid  canaliculi ;  (2)  cicatricial  stricture  of  the  same  parts  ; 
in  both  cases  the  puncta  are  displaced  as  well  as  con- 
gtricted.  Narrowing  even  to  complete  obliteration  of  the 
puncta  ia  aometimes  seen  as  the  result  of  former  inflam- 
mation,  of  which  oil  traces  have  long  since  passed  away. 
Wounds  by  which  the  canaliculi  are  cut  across  cause  their 
obliteration,  and  epiphora  is  the  result. 

Id  all  the  above  cases  the  epiphora  is  accompanied  by  a 
visible  chaage  in  the  size  or  position  of  tlie  punctum,  none 
of  the  signs  of  inflammation  in  the  lachrymal  sac  or  stric- 
ture in  the  nasal  duet  being  present ;  and  simple  division 
of  the  canaliculus  will  cure,  or  much  relieve,  the  watering. 
See  Operations.  This  is,  however,  seldom  necessary  in  the 
epiphora  of  facial  paralysis. 

The  canaliculus  is  occasionally  plugged  by  the  growth 
in  it  of  a  mycelial  fungus,  which,  mingled  with  pus-cells 
•ud  mucus,  forma  a  yellowish  or  greenish,  putty-like  con- 
cretion. These  masess  sometimes  calcify,  and  are  then 
called  dacryoliths.' 

ICpiphora  not  explained  by  the  above  causes  is  usually 
due  to  obstruction  in  the  nasal  duct,  and  is  accompanied 
by  distention  and  disease  of  the  lachrymal  sac  from  the 
same  cause.     Primary  disease  of  the  lachrymal  sac  is  rare. 

Obstrnctdon  of  the  nasal  duct  is  usually  caused  by  chronic 
thickening  of  the  mucous  and  submucous  tissues  lining  the 
canal.  Dense,  hard  thickening  causes  a  stricture,  often 
very  tight  and  unyielding ;  but  obstruction  is  often  present 
though  the  canal  be  of  full  size  or  perhaps  even  dilated,' 
excess  of  mucus  being  apparently  the  chief  cause.    Disease 

'  The  nme  term  le  applied  to  coacretlons,  BtUl  mora  rare,  In  the  dunla  or 
thelncbrymal  sland. 
•  Therecan  be  litUe  doubt  Ibattbehealtbrnaul  duct  Titries  much  inalze 
I  In  diffferent  persona  |NoyBB>. 
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of  the  duct  occurs  at  all  ages,  and  is  more  common  i 
females  than  males.'  In  some  cases  the  change  evideatly 
forms  a  part  of  a  chronic  disease  of  the  na^o- pharyngeal 
mucous  membrane,  but  in  many  do  cause  can  be  assigned. 
Sometimes  stricture  is  the  result  of  periostitis  or  of  necrosis, 
and  of  these  conditions  syphilis,  either  acquired  or  inher- 
ited, scarlet  fever,  and  smallpox  are  the  more  common 
causes.  Injuries  to,  and  growths  in,  the  nose,  or  invading 
it,  account  for  a  few  cases. 

A  stricture  may  be  seated  at  any  part  of  the  duct;  but 
the  upper  end,  where  there  is  often  a  natural  narrowing,  is 
the  commonest  spot. 

Obstruction  of  the  nasal  duct,  by  preventing  the  escape 
of  tears,  leads  to  distention  of  tlie  lachrymal  sac,  to  chronic 
thickening  of  its  lining  membrane,  and  Increased  secretion 
of  mucus.  The  mucus  may  be  clear  or  turbid.  At  length 
a  point  is  reached  at  which  the  distention  can  be  seen  as  a 
little  swelling  under  the  akin  at  the  inner  canthus,  mucocele 
or  chronic  dacryoeyslitia.  This  swelling  can  generally  be 
dispersed  by  pressure  with  the  finger,  the  mucus  and  tears 
either  regurgitating  through  the  canalicull  or  being  forced 
through  the  duct  into  the  nose.  In  cases  of  old  standing 
the  sac  is  often  much  thickened,  and  may  contain  polypi, 
and  the  swelling  cannot  then  be  entirely  dispersed  by  pres- 
sure. 

A  mucocele  is  always  very  apt  to  inflame  and  suppurate, 
the  result  being  a  lachripnal  abscess.  Most  cases  of  lachry- 
mal abscess,  indeed,  have  been  preceded  by  mucocele.  Its 
formation  gives  rise  to  great  pain,  and  to  tense,  brawny, 
dusky  swelling,  which,  extending  for  a  considerable  dis- 
tance around  the  sac,  is  sometimes  mistaken  for  erysipelas. 
The  matter  always  points  a  little  below  the  tendo  palpebror 
ram ;  the  pus  often  burrows  in  front  of  the  sac,  forming 
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little  pouches  in  the  cellular  tissue,  anil  if  allowed  to  open 
spontaneously,  a  fiatula,  very  troublesome  to  cure,  ia  likely 
to  follow.  If  seen  early,  before  there  is  decided  pointing, 
it  is  beat  to  open  the  alBcess  by  slitting  the  lower  canal- 
iculus freely  into  the  eac,  and  passing  a  knife  down  the 
nasal  duct ;  autesthesia  is  usually  necessary.  If  interfer- 
ence be  delayed,  the  akin  over  the  sac  soon  becomes  thinned, 
and  the  abscess  is  then  best  opened  through  the  skin  by 
a  free  puncture  inclined  downward  and  a  little  outward; 
no  aniesthetie  ia  necessary,  and  the  resulting  sear  is  insig- 
niGcant.  When  the  thickening  has  subsided,  under  the 
use  of  warm  lead  lotion  dressing,  the  stricture  of  the  duct 
is  to  be  treated ;  but  the  mucocele  will  form  again,  and 
another  abscess  may  occur  at  any  time  unless  a  free  pass- 
age can  be  restored  down  the  nasal  duct. 

Obstinate  chronic  conjunctivitis  is  often  set  up  by  unre- 
lieved lachrymal  obstruction  (p.  121).  It  has  long  been 
known  that  severe  suppurative  inflammation  ia  very  likely 
to  occur  after  any  operation  performed  on  the  cornea  when 
there  is  pus  in  the  lachrymal  sac.  See  Cataract.  These 
evidences  of  local  irritation  and  infection  are  now  known 
to  depend  upon  septic  orgauiaina,  which,  owing  to  the 
obstruction,  collect  in  the  lachrymal  sac. 

Treatment  of  Mucocele  anu  Lachrymal  Stbio- 
TURE.  The  object  aimed  at  is  the  permanent  dilatation 
of  the  stricture ;  but,  whether  this  can  be  gained  or  not, 
a  free  opening  from  the  canaliculus  info  the  sac  should  be 
maintained,  so  that  the  secretions  may  be  often  and  easily 
squeezed  out. 

Dilatation  by  probing.  Chapter  XXII.,  is  the  ordinary 
and  best  treatment  for  all  strictures,  whether,  there  be 
mucocele  or  not,  the  rule  being  to  use  the  largest  probe 
that  will  pass  readily.  The  probing  is  repeated  every  few 
days  or  leas  often,  according  to  the  duration  of  its  effect, 
and  often  needs  to  be  continued  for  weeks  or  months.    The 
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patient  may  sometiincs  learn  to  use  the  probe  himself. 
When  the  stricture  is  tough  and  tight,  it  is  best  at  once 
to  divide  it  by  thrusting  a  strong-backed,  narrow  knife 
down  the  duct,  and  afterward  to  use  probes.  In  cases 
where  the  stricture  is  quite  soft,  and  the  obstruction  due 
rather  to  general  thickening  of  the  mucous  membrane  and 
over-secretion  of  mucus,  than  to  dense  fibrous  thickening, 
frequent  washing  out  of  the  duct  with  water,  or  weak 
astringents,  by  means  of  a  lachrymal  syringe,  is  quite  as 
beneficial  a&,  and  lesH  painful  than,  probing.  The  diligent 
use  of  astringent  lotions  to  the  conjunctiva  is  also  useful, 
particularly  in  soft  strictures,  some  of  the  lotion  reaching  ' 

the  sac  and  duct.     In  cases  of  long  standing,  where  other 
treatment  has  failed  and  the  sac  is  much  thickened,  or 
when  it  is  necessary  to  perform  an  operation  like  extrac- 
tion of  cataract,  excision  of  the  lachrymal  sac,  or  its  com-  : 
plete  obliteration  by  the  actual  cautery,  should  be  resorted             ( 
to ;  extirpation  of  the  lachrymal  gland  is  also  occasionally             ] 
practised.     For  refractory  children,  and  for  patients  who             | 
cannot  be  seen  often,  a  style  of  silver  or  lead,  passed  in 
exactly  the  same  way  as  a  probe,  but  worn  constantly  for 
many  weeks,  is  very  useful ;  hut  it  may  slip  into  the  sac             j 
out  of  reach  unless  furnished  with  a  bend  or  head  so  large            i 
as  to  be  somewhat  unsightly.     As  a  rule,  probing  should             | 
not  be  begun  until  the  inHammatory  thickening  and  ten-             ] 
demess  following  a  lachrymal  abscess  have  subsided.     If 
the  probe  be  used  too  often,  or  with  much  violence,  or  if             i 
false  passages  be  made,  the  case  may  easily  be  made  worse 
instead  of  better.     It  must  be  confessed,  indeed,  that  in  I 
many  lachrymal  cases,  whether    the  stricture  be  soft  or 
firm,  treatment,  however  skilful,  gives  only  partial  relief 
to  the  epiphora. 

Suppuration  of  the  lachrymal  sac,  on  one  or  both  sides,  j 

sometimes  takes  place  in  newborn  infants  without  apparent 
cause ;  if  there  be  much  redness,  the  abscess 


lout  apparent  < 
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opened,  but  the  suppuration  is  sometimes  chronic,  and 
will  cease  under  the  use  of  astringent  lotions.  The  cases 
of  epiphora  with  contracted  punctum,  which  are  sometimes 
met  with  in  older  children,  may  perhaps  be  the  conse- 
quences of  this  infantile  suppuration. 

Gases  in  which  the  sac  or  duct  is  obliterated  by  injury 
can  seldom  be  relieved. 


CHAPTER  VI. 

DISEASES  OP  THE  CONJUNCTIVA. 

The  conjunctiva,  like  the  urethra,  is  subject  to  purulent 
inflammation,  and,  like  the  respiratory  mucous  membrane, 
is  liable  to  the  muco-purulent  and  to  the  membranous  or 
diphtheritic  forms  of  disease.  All  cases  in  which  there  is 
yellow  discharge  are  in  greater  or  less  degree  contagious. 
The  congestion,  which  forms  a  part  of  conjunctivitis,  is 
much  influenced  by  age ;  the  younger  the  patient  the  less 
is  the  congestion  in  proportion  to  the  discharge — a  fact  to 
be  borne  in  mind  in  examining  patients  at  both  ends  of 
the  scale. 

Purulent  ophtlialmia  (O.  neonatorum,  Gonorrhoea!  O., 
Blennorrhoea  of  the  conjunctiva)  is  generally  due  to  con- 
tagion from  the  same  disease,  or  from  an  acute  or  chronic 
discharge  from  the  urethra  or  vagina,  which  may  or  may 
not  be  gonorrhoeal.  It  is  commonest  in  newborn  infants 
whose  eyes  have  been  inoculated  from  the  mother  during 
birth  ;  next  in  adults  with  gonorrhoea ;  it  is  also  seen  some- 
times in  young  girls  who  have  non-venereal  discharge  from 
the  genitals. 

The  active  cause  of  this  form  of  conjunctivitis  is  a  micro- 
organism, the  gonococcus,  first  discovered  by  Neisser  in 
1879.  These  are  found  in  the  pus-cells  of  the  conjunctival 
discharge,  and  also  in  the  superficial  cells  of  the  conjunc- 
tiva itself ;  they  are  arranged  in  pairs,  which  are  generally 
aggregated  together.  The  gonococcus  is  said  (1)  to  be 
absent  in  some  of  the  milder  forms  of  infantile  ophthalmia ; 
(2)  when  cultivated  to  be  capable  of  producing  purulent 
(104) 
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ophthalmia  by  inoculation  ;  (3)  to  Ije  usually  preseDt  in  the 
vaginal  discharge  of  women  whose  babies  have  purulent 
ophthalmia.  Gonorrhcea  WOH  es  penmen  tally  produced  by 
inoculation  with  pus  from  purulent  ophthalmia  long  before 
the  days  of  bacterial  pathology.  Like  gonorrhcea,  jiuru- 
lent  ophthalmia  may  occur  more  than  once.  It  varies 
greatly  in  severity,  but  is,  on  the  whole,  much  worse  in 
adults  than  in  infanis,  perhaps  "because  there  is  much  more 
adenoid  tissue  in  the  conjunctiva  of  adults  than  of  babies 
(Widmark). 

From  an  examination  of  the  records  of  158  cases  of  puru- 
lent ophthalmia  in  adults  occurring  in  the  wards  at  Moor- 
fields'  the  disease  in  found  to  be  more  common  in  males  than 
in  females  in  the  proportion  of  126  to  32,  and  the  right  eye  is 
more  frequently  attacked  than  the  left.  The  influence  of 
age  on  the  prospect  of  recovery  is  very  great ;  early  adult 
life  is  the  time  when  the  resistance  is  greatest ;  practically 
every  eye  that  was  attacked  when  the  patient  was  over 
forty  was  lost.  The  other  modifying  causes  are  the  dura- 
tion of  the  urethral  discharge  at  the  time  of  the  inocula- 
tion and  the  time  of  beginning  treatment ;  inoculation 
during  the  later  stages  of  the  gonorrhoea  led  to  milder 
attacks  in  the  eye,  and  the  earlier  the  patient  came  under 
treatment  the  better  the  result.  In  many  of  the  cases 
there  was  a  hiatorv  of  "weak  eyes"  before  the  attack; 
this  may  have  been  due  to  a  congestion  of  the  anterior 
part  of  the  eye  from  the  circulation  of  the  gonorrbceal 
poison  in  the  blood,  or  to  a  previous  condition  of  the  eye- 
lids produced  by  blepharitis  or  granular  disease. 

The  disease  sets  in  from  twelve  to  about  forty-eight  houra 
after  inoculation;  in  infanta  the  third  day  after  birih  ia 
almost  invariably  given  as  the  date  when  discharge  was 
first  noticed.     Itchiness  and  slight  redness  of  conjunctiva 
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90011  pass  on  to  intenae  congestion  of  conjunctiva,  with. 
chemoaia,  tense  inflammatory  swelling  of  the  lida,  great 
pain  and  diauharge.  The  discharge  at  first  is  serous,  or 
like  turbid  whey,  but  aoon  becomes  more  profuse,  creamy 
(purulent),  and  yellow,  or  even  slightly  greenish.  Dark, 
abrupt  ecchymosea  are  often  present.  The  lida,  always 
Bwolien,  hot,  and  red,  in  bad  coses  become  very  tense  and 
dusky.  The  upper  lid  hangs  down  over  the  lower,  and  is 
often  so  stiff  that  it  cannot  be  completely  everted.  The 
conjunctiva  is  succulent  and  easily  bleeds. 

The  disease  if  untreated  declines  spontaneously,  and  the 
discharge  almost  ceaues  in  about  six  weeks,  the  palbebral 
conjunctiva  being  left  thick,  relaxed,  and  more  or  less 
granular.  Cicatricial  changes,  identical  with,  but  less 
severe  than,  those  resulting  from  chronic  granular  lidi-, 
and  analogous  to  those  which  occur  in  stricture  of  the 
urethra,  sometimes  follow  ;  considerable  permaueat  thick- 
ening of  the  ocular  conjunctiva  may  also  occur. 

Tliere  is  a  great  risk  to  the  cornea  in  this  disease,  partly 
from  strangulation  of  the  vessels,  partly  from  the  local  in- 
fluence of  the  discharge.  If  within  the  first  two  or  three 
days  the  cornea  becomes  hazy  and  dull,  like  that  of  a  dead 
fish,  there  is  great  risk  that  total  or  extensive  sloughing 
will  occur.  lu  many  of  the  milder  cases  ulcers  form  a 
little  l>elow  the  centre,  and  rapidly  cause  perforation.  In 
other  cases  clear,  deep  ulcers  form  close  to  the  edge  of  the 
cornea.  There  is  less  risk  of  ulceration  of  the  cornea  in 
the  purulent  ophthalmia  of  infants  than  in  that  of  adults. 
Either  one  or  both  eyes  may  be  attacked ;  in  adults  one 
eye  often  escapes ;  in  infants,  where  the  inoculatloa  occurs 
during  birth,  both  eyes  almost  always  suffer. 

Treatment.  If  only  one  eye  be  affected,  and  the 
patient  be  old  enough  to  obey  orders,  the  sound  eye  must 
be  covered  with  the  shield  introduced  by  Dr.  BuUer ;  take 
two  pieces  of  Indi&-rubber  plaster,  one  ii",  tlie  other  4" 
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iqnare,  cut  a  rouud  window  in  tlie  middle  of  each,  and 
stick  them  together,  with  a  small  wattji-glaas  inserted  into 
the  window.  The  plaster  is  fixed  by  its  free  border,  and 
by  other  strips,  to  the  Dose,  forehead,  and  cbeek,  and  the 
patient  looks  through  the  glass ;  the  lower  outer  angle  is 
left  open  for  ventilation  ;  particular  attention  is  to  be  paid 
to  the  fastening  on  the  nose.  All  concerned  are  to  be 
warned  as  to  the  risk  of  contagion  and  the  means  of  con- 
veying it.  The  essential  curative  measures  are:  1.  Fre- 
quent removal  of  the  discharge  by  the  free  use  of  weak 
antiseptic  or  astringent  lotions  (F.  3,  12,  13,  16,  17,  22). 
Every  hour,  day  and  night,  the  lids  are  gently  opened 
and  the  discharge  removed  with  soft  bits  of  moistened  rag 
or  cotton  wool.  In  adults,  where  the  swelling  is  often  ex- 
treme and  very  brawny,  the  cleansing  must  be  done  very 
gently,  lest  the  congestion  and  irritability  be  increased. 

2.  Iodoform,  at  first  extensively  tried,  has,  I  believe,  not 
given  satisfaction  in  this  disease.  Many  surgeons  greatly 
prefer  weak  nitrate  of  silver  (F.  3)  to  all  other  remedies. 

3.  Strong  solutions  of  nitrate  of  silver,  or  the  mitigate<i 
solid  nitrate  (F.  1  and  2),  are  of  great  service  in  shortening 
the  attack  and  lessening  the  risks,  and,  whatever  other 
treatment  be  adopted,  they  should  be  used  in  all  severe 
cases  unless  specially  contraindicated.  The  above-men- 
tioned analysis  showed  the  very  great  superiority  of 
strong  nitrate  of  silver  (grs.  x  or  xx  to  gj)  over  all 
other  kinds  of  treatment.  A  ten-  or  twenty-grain  solu- 
tion is  brushed  freely  over  the  conjunctiva  of  the  lids, 
everted  as  well  as  possible,  and  freed  from  discharge.  If 
the  mitigated  stick  is  used,  more  care  is  needed ;  and  to 
prevent  too  great  an  effect  it  is  to  be  washed  off  with 
water,  after  waiting  about  fifteen  seconds.  These  strong 
applications  must  be  made  by  the  surgeon.  The  pain 
caused  by  them  is  lessened,  and  the  benefit  increased,  by 

I  bathing  with  cold   or  iced   water  afterward,     The 
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application   is  not   to    \k   repeated    until   tlie   diacharg 

which  will  be  markedly  lessened  for  some  hours,  h 
begun  to  increase  again ;  once  a  day  is  enough  in  many 
easea.  4.  Between  the  cleaneingB  either  warm  or  cold 
applications;  warmth  is  often  preferred  by  the  patient. 
5,  In  the  early  stage,  in  adults,  several  leeches  to  the 
temple  will  give  relief,  or,  if  the  swelling  be  very  tense, 
we  may  divide  the  outer  canthus  with  scissors  or  knife, 
and  thus  both  bleed  and  relax  the  parts  at  the  same  time. 
Removal  of  the  ring  of  conjunctiva  which  overlaps  the 
cornea  is  valuable  When  the  chemosis  is  severe.  6.  The 
lids  should  be  oft«D  anointed  with  a  simple  ointment. 

The  following  additional  precautions  are  important : 
Strong  nitrate  of  silver  applications  are  unsafe  in  the 
earliest  stage,  before  free  discharge  has  set  in,  and  also 
in  cases  where,  even  later  ia  the  diseaae,  there  is  much 
hard,  brawny  swelling  of  the  ocular  conjunctiva  and  com- 
paratively little  discharge ;  cases,  in  fact,  approaching  the 
condition  known  as  diphtheritic  ophthalmia.  In  these, 
either  very  cold  or  very  hot  applications,  leeches,  cleanli- 
ness, and  weak  lotions  should  be  chiefly  relied  upon.  Ice 
and  leeches  are  seldom  advisable  for  infants.  It  is  of  ex- 
treme importance  to  begin  treatment  very  early,  for  the 
cornea  is  often  irreparably  damaged  within  two  or  three 
days.  The  patients,  if  adults,  are  often  in  feeble  health, 
and  need  supporting  treatment.  Ulceration  of  the  cornea 
does  not  con  train  dicate  the  ns«  of  strong  nitrate  of  silver 
if  the  discharge  is  abundant.  Treatment  must  be  con- 
tinued so  long  as  there  is  any  discharge,  for  a  relapse  of 
purulent  discharge  often  takes  place  if  remedies  are  dis- 
continued too  soon.  I  once  saw  hemorrhage  continuing 
for  some  time,  without  apparent  cause,  from  the  conjunc- 
tiva of  the  lid,  in  a  child  recovering  from  purulent  ophthal- 
mia. Serious  conjunctival  hemorrhage  has  been  noted  by 
^        Pomeroy  and  Schmidt-Rimpler.  | 
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^  The  ByBtematic  prewfiitoAi  of  ophthalmia  iieonalorum  by 
the  cleansing  and  disinfection  of  the  eyes  of  every  infant 
immediately  after  birth,  sometimes  preceded  by  disinfec- 
tion of  the  maternal  parages,  hoH  been  introduced  by 
Credfi  and  largely  carried  out  in  many  lying-in  hospitals, 
especially  on  the  Continent.  Credfi  applies  a  few  drops  of 
B.  2  per  cent,  solution  of  nitrate  of  silver  (about  S  grs.  to 
3])  to  the  conjunctival  sac  once.  Various  other  agents  or 
weaker  aolutions  of  silver  have  been  used.  The  general 
result  of  such  measures  has  been  to  reduce  the  number 
of  cases  in  an  astonishing  degree ;  and  as  it  is  calculatecl 
that  about  a  thini  of  all  the  blind  in  Europe  have  become 
so  by  the  ravages  of  this  disease,  considerable  importance 
is  to  be  attached  to  the  general  adoption  of  Credfi's  prin- 
ciple by  medical  men  and  midwives.' 

Maco-pnrulent  conjimctiTitis.  The  most  common  and 
best  characterised  of  the  acute  ophtUalmite  is  the  so-called 
catarrhal  ophthalmia.  The  name  is  a  bad  one,  for  neither 
does  the  disease  form  part  of  a  general  catarrh  of  the  res- 
piratory tract,  nor  does  it  show  the  tendency  to  relapse  ao 
characteristic  of  catarrh,  nor  does  it  seem  to  be  caused  by 
cold.  The  disease  attains  its  height  very  quickly,  almost 
always  attacks  both  eyes,  and  gets  well  spontaneously  in 
about  a  fortnight.  There  is  great  congestion,  much  gritty 
pain,  which  often  prevents  sleep,  spasm  of  the  lids,  free 
muco-purulent  discharge,  and,  in  many  cases,  ecchymotic 
patches  in  the  conjunctiva.  The  lids  are  somewhat  awoUeii 
and  red,  but  never  tense,  and  the  cornea  seldom  suffers. 

This  disease  seems  to  be  much  oftener  communicated 
from  person  to  person  than  purulent  ophthalmia,  for  which 
it  is  sometimes  taken.  A  special  form,  characterized  by 
the  yellow  color  of  the  secretion  which  collects  on  the 
lashes,  is  claimed  to  be  due  to  a  specific  bacillus  (Weeks- 
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Morax).  It  varies  much  in  severity,  even  in  different 
members  of  the  same  houecbold,  who  catch  it  almost  at 
the  same  time,  but  it  attacks  all  a^es  indiscrimiQately. 
It  is,  I  believe,  moat  common  in  warm  weather,  or  perhaps 
at  the  change  from  cold  to  warm.  It  is  rare  to  find  that 
the  patient  has  suSered  from  the  disease  before.  Any 
mild  antiseptic  lotion  will  cut  it  short,  nitrate  of  silver 
(F.  3)  being  the  best. 

Troublesome  ophthalmia,  with  muco-puruleni  discharge,  is 
common  in  children  after  exantliemata,  especially  measles. 
It  runs  a  less  definite  course  than  the  preceding  disease, 
shows  but  little  tendency  to  spontaneous  cure,  and  is  very 
often  complicated  with  phlyctenular  ulcers  of  the  cornea, 
blepharitis,  and  eruptions  on  the  face;  the  patients  are 
frei^uently  strumous.  The  discharge  is  seldom  so  abun- 
dant as  in  the  disease  just  considered.  The  treatment  is 
often  troublesome,  and  many  changes  have  to  be  tried ; 
weak  nitrate  of  silver  lotions  (F.  3),  with  the  use  of  the 
yellow  ointment  (F,  25,  26),  or  boric  acid  ointment,  both 
to  the  skin  and  conjunctiva,  or  calomel  dusted  into  the 
eye,  are  the  best  local  means ;  atropine  alone  often  in- 
creases the  irritation.  Careful  attention  to  health  ia  neces- 
sary. The  patients  should  not  be  confined  to  the  house, 
but,  with  a  large  shade  over  both  eyes,  should  take  plenty 
of  exercise  in  fine  weather.  The  eyes  should  not  be  ban- 
daged in  any  form  of  ophthalmia,  and  poultices  are  very 
seldom  mitahle. 

Follicnlar  conjunctivitis.  This  occurs  generally  iu  chil- 
dren or  young  adults,  and  is  characterized  by  the  forma- 
tion of  small,  clear  elevations,  consisting  of  adenoid  tissue, 
in  the  conjunctiva  of  the  lower  lid  ;  in  some  cases  they 
are  present  also  in  the  retrotarsal  fold  of  the  upper  lid. 
These  granulations  often  give  rise  to  no  symptoms,  and  are 
only  part  of  a  general  tendency  to  adenoid  enlargement. 
They  occur  mainly  as  the  result  of  overcrowding,  living  in 
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UDventilated  rooms,  or  are  due  to  the  overuse  of  atropine. 
This  condition  may  have  no  significance,  but  it  undoubtedly 
predisposes  the  patient  to  acute  attacks  of  conjunctivitis  of 
various  kinds,  either  of  the  muco-purulent  or  granular 
varieticB. 

Some  forms  of  acute  conjunctivitis,  with  little  or  no  dis- 
charge, are  seen  both  in  children  and  adults,  which  do 
not  conform  to  the  above  types,  and  are  of  comparatively 
slight  importance.  Many  such  appear  to  depend  on  changes 
of  weather  or  expteure  to  cold,  and  are  complicated  with 
phlyctenulie.  A  few  are  distinctly  rheumatic.  The  con- 
junctiva is  involved  more  or  less  in  herpes  zoster  of  the 
ophthalmic  division  of  the  fifth  nerve,  in  erysipelas  of  the 
face,  in  the  early  stage  of  measles,  and  slightly  in  eczema 
of  the  face.  Slight  degrees  of  chronic  conjunctivitis  are 
set  up  by  various  local  irritants,  dust,  smoke,  cold  wind, 
etc.,  and  by  the  strain  attending  the  use  of  the  eyes  with- 
out glaaaea  in  cases  of  hypermetropia.  Mention  must  be 
made  of  the  cases  sometimes  seen  in  children,  where  an 
ophthalmia  appears  to  form  part  of  an  impetiginous  or 
herpetic  eruption  on  the  face,  with  which  it  is  simulta- 
neous. These  again  differ  from  the  more  common  cases,  in 
which  the  lids,  cheek,  and  lining  membrane  of  the  nose 
are  irritated  into  an  eruption  by  tears  and  discharge  from 
a  pre-existing  conjunctivitis. 

Muco-])nrulent  ophthalmia  of  any  kind  becomes  a  very 
important  affair  if  it  breaks  out  in  schools  or  armies,  etc., 
where  granular  disease  of  the  eyelids  is  prevalent  (p.  n6), 

Membranona  and  diphtheritic  ophthalmia.  In  a  few 
cases  of  ophthalmia,  either  purulent  or  muco-purulent, 
the  discharge  adheres  to  the  conjunctiva  in  the  form  of 
a  membrane,  merabranoug  or  croupom  opktkiilmia.  Still 
more  rarely,  in  addition  to  membrane  on  the  surface,  the 
whole  depth  of  the  conjunctiva  is  stiffened  by  solid  exuda- 
tion, whi«h  much  impairs  the  mobility  both  of  the  lids  and 
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eyeballs,  and,  by  compressing  the  vessels,  prevents  the  form- 
ation of  free  discharge,  and  places  the  nutrition  of  the 
cornea  in  great  peril.  It  is  to  the  latter  cases  that  the 
term  diphtheritic  has  been  limited  by  most  authors ;  but 
we  find  many  connecting  links  between  the  two  types,  and 
between  each  of  them  and  the  ordinary  purulent  and 
muco-purulent  cases. 

It  is  of  much  consequence  in  practice,  both  for  prognosis 
and  treatment,  to  recognize  the  presence  of  membranous 
discharge  and  of  solid  infiltration  in  any  case  of  ophthal- 
mia ;  for  the  liability  to  severe  corneal  damage  is  much 
increased  by  either  of  these  conditions,  especially  by  the 
latter.  The  membrane  may  cover  the  whole  inside  of  the 
lids,  or  it  may  occur  in  separate,  or  in  confluent  patches ; 
it  often  begins  at  the  border  of  the  lid,  and  is  seldom  found 
on  the  ocular  conjunctiva.  It  can  be  peeled  off,  the  con- 
junctiva beneath  bleeding  freely  unless  infiltrated  and  solid  ; 
in  the  latter  case  the  membrane  is  more  adherent,  the  con- 
junctiva is  of  a  palish  color,  and  scarcely  bleeds  when  ex- 
posed, and  there  is  little  or  no  purulent  discharge.  In  most 
cases  the  solid  products,  whether  membrane  or  deep  infil- 
tration, pass  after  some  days  into  a  stage  of  liquefaction, 
with  free  purulent  secretion.  In  rare  cases  the  membrane 
forms  and  reforms  for  months.  As  regards  cause :  1.  Very 
rarely  the  process  creeps  up  to  the  conjunctiva  from  the 
nose  in  cases  of  primary  diphtheria,  or  is  caused  by  inocu- 
lation of  the  conjunctiva  with  membrane ;  while  in  a  few 
the  ophthalmia  forms  the  first  symptom  of  general  diph- 
theria, or  of  masked  or  anomalous  scarlet  fever.  2.  More 
commonly  it  is  part  of  a  diphtheritic  type  of  inflammation 
following  some  acute  illness.  3.  It  may  be  caused  by  the 
overuse  of  caustics  in  ordinary  purulent  ophthalmia.  4.  It 
may  be  due  to  contagion,  either  from  a  similar  case  or  from 
a  purulent  ophthalmia,  or  a  gonorrhoea,  the  diphtheritic 
type  depending  on  some  peculiarity  in  the  health  or  tissues 
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t  the  recipient.  Membranoua  and  diphtheritic  ophthalmia 
are  eeea  most  often  in  children  from  two  to  eight  years  old, 
leas  uommottly  in  adults  and  infants.  It  is  more  common  in 
North  Germany  than  in  other  parts  of  Europe,  hut  severe 
and  even  fatal  cases  are  well  known  in  our  own  country. 
In  two  cases  I  have  seen  the  same  condition  attack  the 
skin  of  the  eyelids  and  cause  sloughing  patches. 

Treatment.  In  treatment  the  cardinal  point  is  not  to 
use  nitrate  of  silver  in  any  form  when  there  is  scanty  dis- 
charge and  much  solid  infiltration  of  the  conjunctiva. 
The  agents  to  he  relied  upon  are  (1)  either  ice  or  hot 
fomentattODS — ice,  if  it  can  be  used  continuously  and  well ; 
fomentations,  to  encourage  liquid  exudation  and  determi- 
nation to  the  skin  if  the  cold  treatment  cannot  be  carried 
out,  or  fails  to  make  any  impression  on  the  case  ;  (2)  leeches, 
if  the  patient's  state  will  bear  them ;  (3)  great  cleaulineas. 
The  presence  of  membrane  is  no  bar  to  the  use  of  caustics, 
provided  that  the  conjunctiva  is  succulent,  red,  and  bleeds 
easily.  Mr.  Tweedy  strongly  advises  quinine  lotion  used 
very  frequently  (F.  21).  [The  constitutional  treatment 
with  antitoxin  has  yielded  distinctly  favorable  results. 
Standish  found  that  the  injections  should  be  repeated  as 
often  as  every  sixteen  hours.] 

Oraniilar  ophthalmia  (trachoma)  is  a  very  important 
malady,  characterized  by  alowly  progressive  changes  in 
the  conjunctiva  of  the  eyelids,  in  consequence  of  which 
this  membrane  becomes  thickened,  vascular,  and  rough- 
ened by  firm  hemispherical  elevations,  instead  of  being 
pale,  thin,  and  smooth.  The  change  usually  begins  in  the 
conjunctiva  of  the  lower  lid,  extending  to  the  submucous 
tissue  of  both  lids  ut  a  later  period,  and  giving  rise  to  the 
growth  of  much  organized  new  tissue  in  the  deep  parts  of 
the  conjunctiva.  This  tissue  is  afterward  partly  absorbed 
and  partly  converted  into  dense,  tendinous  scar,  which  by 
Y  close  shrinking  often  gives  rise  to  much  trouble.     It 
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IB  stated  by  lleid  and  others  that  trachoma  follicles  come 
to  the  Hurface,  open,  discharge  their  contents,  am)  leave 
minutfi  ulcere ;  but  it  cannot  be  said  clinically  that  trachoma 
ieau  ulcerativedisease,  and  the  prominences  are  not  "gran- 
ulations "  in  the  pathological  aease.'  There  have  been,  and 
Btill  are,  extraordinary  diSerencea  of  opiaiou  as  to  the 
origin  and  nature  of  the  "granulations"  or  "  trachoma 
bodies"  in  this  disease.  The  latest  researches  favor  the 
view  that  they  are  derived  from  natural  lymphatic  fol- 
licles. Fig.  39  shows  a  section  through  some  recent 
trachoma  bodies. 


Mlcmwoplcal  BeoUon  thmugh  Ibur  re 
gmiinliUun."  from  the  lower  III)  of  n  young  Iriab  soliller  whoae  eyes  became 
ftRfeclHl  111  the  Egyptian  campnignB.  The  oplthelinl  ceUs  twcome  aliDost 
■□dlallnguishable  ttma  those  of  the  growth  where  they  cover  the  largeat 
noaulc.  No  reticulum  can  be  made  out  between  Ihe  oella  of  whiuh  the 
growths  ara  wimpoBHl.    X  1*- 

The  disease  shows  itself  in  two  forms : 

(a)  The  papillie  nndei^  considerable  enlargement  with- 
out the  appearance  of  granulations  on  the  surface;  the 
conjunctiva  covering  the  tarsus  of  the  upper  lid  is  most 
affected,  and  appears  red  and  velvety.  This  is  known  as 
the  papillary  form. 

(6)  The  other  variety  shows  itself  by  the  presence  on 
both  lids  of  a  number  of  rounded,  pale,  semi-transparent 
bodies  like  little  grains  of  boiled  sago ;  the  so-called 
"vesicular,"  or  "  sago-graio,"  or  "follicular"  granular 
tions  (Fig.  40). 
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^e  two  forms  of  conjunctival  affection  may  occur  sepa- 
rately, but  are  usually  combiued. 

In  the  earlier  stages  there  may  be  eongestion  of  the  con- 
junctiva with  a  good  deal  of  discharge ;  after  a  t 
discharge  lessens,  but  the  granulations  remain ; 
castifi  the  amount  of  congestion   and  discharge  is   d 
great,  and  there  is  little  to  call  attention  to  the  eyes. 


I 


lid.     (Alter  Eblk.) 


Granular  disease  is  very  important  because  it  greatly 
increases  the  susceptibility  of  the  conjunctiva  to  take  on 
acute  iaflammation  and  to  produce  contagious  discharge ; 
makes  it  less  amenable  to  treatment,  and  very  liable  to 
relapses  of  ophthalmia  for  many  years ;  and  often  gives 
rise  to  deformities  of  the  lid  and  to  serious  damage  of  the 
cornea.  In  crowded  poor-law  schools  we  see  many  cases 
of  granular  lids  in  which  there  is  no  history  of  an  acute 
attack  having  ever  occurred,  but  in  ordinary  practice  it  is 
rare  to  see  such. 

Chronic  granular  disease  is  the  result  (1)  of  prolonged 
overcrowding,  or  rather  of  long  residence  in  badly  ven- 
tilated and  damp  rooms ;  it  used  to  be  very  abundant  in 
the  army  and  navy,  and  is  still  seen  in  great  perfection  in 
workhouse  schools ;  (2)  a  geuerally  low  state  of  health,  no 
doubt,  increases  the  susceptibility  to  it ;  (S)  it  is,  cceteris 
paribus,  more  common  and  most  quickly  produced  in  chil- 
dren;  (4)  certain  races  are  peculiarly  liable  to  suffer — 
e.  g.,  the  Irish,  the  Jews  and  some  other  Eastern  races. 
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and  some  of  the  German  and  French  races.  The  Irish 
and  Jews  carry  it  with  them  all  over  the  world,  and  trans- 
mit the  liability  to  their  d&scendants  wherever  they  live. 
Negroes  in  America  are  said  to  be  almost  exempt ;  (5} 
damp  and  low-lying  climates  are  more  productive  of  it 
than  others ;  thus  it  is  rare  in  Switzerland.  Possibly  what 
are  now  race  tendencies  may  be  the  expression  of  climatic 
conditions  acting  on  the  same  race  through  many  genera- 
tions. It  ia  diflicult  clinically  to  decide  whether  the 
trachoma  growths,  apart  from  the  dischai^,  are  caused 
by  contagion  or  by  the  influence  of  non-vital  causes,  such 
BS  damp  and  impure  air.  They  are  probably  due  to  an 
increase  of  normally  existing  adenoid  tissue  which  acts 
as  a  filtering  agent  to  prevent  the  entrance  of  deleterious 
matters  into  the  blood.  When  accompanied  by  discharge, 
the  disease  is  contagious ;  aud  it  is  generally  held  that  the 
discharge  from  a  case  of  trachoma  is  speeific^i.  e.,  that  it 
will  give  rise  by  contagion  not  only  to  muco-purulent  or 
purulent  ophthalmia,  but  to  the  true  granular  disease. 

Sattler,  in  1881-82,  believed  that  he  had  discovered  a 
apecific  microbe  for  trachoma ;  bis  results  have  been  aub- 
Etantially  confirmed  by  Michel  and  others,  but  proof  is  still 
wanting  that  the  diplococeus  of  Sattler  is  the  cause  of 
trachoma.  Most  of  the  micro-organisms  hitherto  described 
have  been  found  by  Ridley  in  the  normal  conjunctiva. 

Those  who  practise  in  the  army,  or  who  have  charge  of 
.  such  inatitutiouH  as  pauper  schools,  will  find  that  in  prac- 
tice the  causes  of  the  chronic  granular  condition  are  inex- 
tricably mixed  up  with  all  kinds  of  facilities  for  contagion, 
and  that  it  will  be  necessary  to  fight  against  two  enemies 
— the  causes  predisposing  to  chronic  granular  disease,  and 
the  sources  of  contagious  discharge.  The  former  is  to  be 
combated  by  improved  hygienic  conilitions,  especially  by 
free  ventilation,  dry  air,  abundant  open-air  exercise,  and 
improvement  of  the  general  vigor.     The  »urces  of  con- 
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taglon  are  endless,  eapecially  since,  aa  has  been  stated, 
granular  patients  are  liable  to  relapses  of  ranco-purnlent 
discharge  from  almost  any  alight  irritation.  Frequent 
inspection  of  all  tlie  eyes,  rigid  separation  of  all  who  show 
any  discharge  or  are  known  aa  especially  subject  to  re- 
lapees,  arrangements  for  washing  such  aa  wiU  prevent  the 
use  of  towels  and  water  in  common,  extreme  care  against 
the  introductioD  of  contagious  cases  from  without — such  are 
the  chief  preventive  measures.  Extra  precautions  will  be 
needed  in  time  of  war  or  famine,  or  when  measles  or  scar- 
let fever  are  prevalent,  or  during  marches  through  hot, 
sandy,  or  windy  districts. 

Treatment.  The  curative  treatment,  when  discharge 
is  present,  does  not  differ  from  that  of  the  acute  ophthal- 
miae  already  given.  The  use  of  strong  astringents,  solid 
sulphate  of  capper,  or  caustics,  nitrate  of  silver  in  strong 
solution,  or  in  the  mitigated  solid  pencil,  or  perchloride  of 
mercury  (F.  11),  however,  is  generally  needed  in  order  to 
make  much  impression  on  the  granular  state  of  the  lids. 
The  lids  being  thoroughly  everted,  are  touched  all  over 
with  one  or  other  application,  and  this  is  repeated  daily, 
or  less  often  ;  some  experience  being  required  before  we 
can  decide  how  often  to  touch  the  eyelids  in  each  case. 
By  careful  treatment  on  this  priuciple  moat  patienta  may 
be  kept  comfortably  free  from  active  symptoms,  many 
relapses  may  be  prevented,  the  duration  of  the  disease 
shortened,  and  the  risks  of  secondary  damage  to  the 
cornea  much  lessened.  Do  what  we  will,  however,  gran- 
ular disease,  when  well  established,  is  most  tedious,  and 
fastens  many  risks  and  disabilities  on  its  subjects  for  years 
to  come. 

For  routine  treatment  on  a  large  scale  nothing  Is  so 
effectual  as  nitrate  of  silver,  either  a  ten-  or  twenty-grain 
aoiution  or  the  mitigated  solid  point  (F.  1  and  2).  But 
mIvct   has   the   disadvantage    of    souietimes   permanently 
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staining  the  conjunctiva  after  long  use,  and  in  very 
chronic  cases  I  think  either  sulphate  of  copper  or  the 
lapis  divinus  (F.  5)  is  to  be  preferred,  especially  as  the 
patient  may  sometimes  be  taught  to  evert  his  own  lids 
and  use  it  himself.  The  solid  mitigated  nitrate  of  silver 
needs  washing  off  with  water  at  first,  but  in  old  cases  it  is 
often  better  not  to  do  so. 

Various  operative  measures  have  been  recommended  for 
shortening  the  duration  of  the  disease;  among  these  are 
the  burning  of  the  individual  granulations  with  the  gal- 
vano-cautery,  and  expression  or  scarification  of  the  granu- 
lations. 

The  method  of  expression  is  carried  out  by  everting  the 
lid,  grasping  it  between  roller  forceps,  and  squeezing  out 
the  contents  of  the  granulations ;  it  is  often  combined  with 
the  application  of  strong  perchloride  of  mercury  to  the  lid. 

These  methods  undoubtedly  lead  to  a  considerable  im- 
provement in  the  condition  of  the  lids,  which  is  sometimes 
permanent ;  but  with  the  adoption  of  very  severe  methods 
there  is  always  a  risk  of  increasing  the  contraction  of  the 
conjunctiva. 

Results  of  Granular  Disease.  Friction  by  the 
granulations  of  the  upper  lid,  Fig.  41,  a,  especially  in 

Fig.  41.  6 


a 

Granular  upper  lid.    a.  Granulations,    b.  Line  of  scar  in  typical  position, 

parallel  with  border  of  lid. 

cases  of  long  standing  where  some  scarring  is  present  (6), 
often  causes  cloudiness  of  the  cornea,  partly  from  ulcera- 
tion, but  mainly  from  the  growth  of  a  layer  of  new  and 
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very  vascular  tissue  in  the  superficial  layers  of  the  cornea-^ 
pannus,'  Fig.  42.  In  later  periods  the  conjunctiva  and 
deeper  tissues  are  shortened  and  puckered  by  the  scar 
following  absorption  of  the  "granulations,"  Fig.  41,  6, 
These  changes,  when  severe,  often  lead  to  inversion  of  the 
border  of  the  lid,  entropion;  when  slighter,  some  or  all  of 
the  lashes  may  be  distorted  so  as  to  rub  against  the  cornea, 
without  actually  turning  inward,  didiehiadg,  triekiwiit ;  and 
these  conditions  are  often  coaibined  with  pannus.    Pauuua 
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begins  beneath  the  upper  lid ;  its  vessels  i 
and  continuous  with  those  of  the  conjunctiva,  and  are  dis- 
tributed in  relation  to  the  parts  covered  by  the  lid,  not  in 
reference  to  the  structure  of  the  cornea,  Fig,  43.  The 
pro])er  corneal  tissue  suffers  but  little  except  where  ulcers 
occur ;  but  when  the  vascularity  is  extreme  it  may  soften  ' 
and  bulge,  even  without  ulcerating. 

Fannns  disappears  when  the  granular  lid  or  the  dis- 

I  II  is  doubtful  how  far  tho  development  of  pannus  in  due  to  friction,  or  lo 
citeuBlon  of  the  Imchoma  over  the  .icleroEIc  to  llic  cornea,  Tracboma  buJles 
may  certainly  be  lometimes  seen  ou  (he  oon 
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the  cornea  beneath  Bowman's  raerabrane ;  subsequently  a  layer  resembling 
■denoli)  tlnue  la  found  there  containing  blood  and  lympliatlo  veeacli.  That 
IHetlou  may  alter  ttae  epithelium  IR  proved  by  cerloln  rjuen  lu  whlcb  (be 
upper  half  of  the  cornea  loses  its  polish  daring  a  lempoiary  papillary  rough- 
ening of  tlie  upper  lid. 
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placement  of  laahee  is  cured.  Very  eerere  and  oniTeraal 
paDDUS  is  aometimea  best  treated  hy  the  induction  of  acnte 
conjunctivitis,  the  inflammatioD  being  followed  by  oblit- 
eration of  ves^ls  and  clearing  of  the  cornea ;  this  treat- 
ment needs  judgment  and  caution.  An  infusion  of  the 
seeds  known  in  commerce  as  "  jequirity"  (F.  44),  intro- 
duced into  Europe  by  de  Wecker,  is  used  for  the  pur- 
pose; it  probably  depends  for  its  action  upoQ  a  son- 
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organized  ferment  such  as  is  found  in  some  other  seeds. 
A  very  acute  attack  of  diphtheritic  or  purulent  ophthal- 
mia with  much  swelling  comes  on  a  few  hours  after  the 
infusion  has  been  used,  lasts  a  few  days,  and  is  followed 
by  a  more  or  less  shrinking  of  the  trachoma  bodies  and  of 
•  the  vessels.  It  occasionally  causes  glandular  swellings  in 
the  neck  and  considerable  general  disturbance.  Repeated 
attacks  may  be  induced  with  safety  at  intervals  of  a  few 
weeks.  Much  difference  of  opinion  exists  as  to  the  clinical 
value  of  jequirity,  owing  to  ita  having  been  often  employed 
too  strong  and  in  unsuitable  cases;  it  ia  not  safe  unless 
there  are  vessels  on  the  cornea,  and,  safety  apart,  it  is 
of  little  or  no  use  if  the  conjunctiva  be  succulent  and 
producing  pus.  It  should  be  reserved  for  old,  dry,  gran- 
ular lids  with  more  or  less  pannus,  and  in  such  I  have 
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iitedly  had  excellent  results  from  it.  Removal  ot  a 
zone  of  conjunctiva  and  aubconjnactival  tissue,  gyndetAainy, 
perihmy,  from  around  the  cornea  is  free  from  risk  and  some- 
times very  beneficial  in  old  casea,  which,  though  severe, 
are  not  bad  enough  for  inoculation.  In  old  cases  of  gran- 
ular disease,  even  where  no  complicationa  have  arisen,  the 
upper  lids  often  droop  from  relaxation  of  the  loose  con- 
junctiva above  the  tarsal  cartilage,  and  the  patient  acquires 
a  sleepy  look. 

For  the  cure  of  the  displaced  lashes  and  incurved  eye- 
lids we  may  :  (1)  repeatedly  pull  out  the  lashes  with  for- 
ceps ;  (2)  extirpate  all  the  lashes  by  cutting  out  a  narrow 
strip  of  the  marginal  tissues  of  the  lid ;  (3)  attempt  by 
operation  to  restore  the  lashes  to  their  proper  direction. 
Chapter  XXII. ;  (4)  employ  electrolysis ;  for  a  few  lashes 
I  now  use  sewing  needles,  inserting  several  at  a  time  into 
the  hair  follicles  and  passing  the  current  through  all  at 
once,  by  means  of  a  broad  eyelid  forceps.  Such  opera- 
tions well  selected  and  carefully  performed  give  very  good 
results;  but  as  the  inner  surface  of  the  lid  continues  to 
shorten,  and  this  shortening  tends  to  reproduce  the  orig- 
inal state  of  things,  some  of  these  procedures  give  only 
temporary  relief. 

Chronic  coAJuuctiTitifl,  chiefly  of  the  lower  lid,  is  a  com- 
mon disease,  especially  in  elderly  people.  There  is  more 
or  less  soreness  and  smarting,  redaess  and  papillary  rough- 
ness of  the  inner  surface  of  the  lid  or  of  both  lids,  but 
very  little  discharge  and  no  trachoma  granulations.  The 
caruncle  is  red  and  fleshy,  as  it  is  in  all  forms  of  palpebral 
conjunctivitis,  and  there  is  often  soreness  of  the  lids  at  the 
canthi.  Lapis  divinus  is  one  of  the  best  applications,  and 
yellow  ointment  is  sometimes  useful  (P.  5  and  25). 

Laclnyinal  conjunctivitis.  Troublesome  chronic  conjunc- 
tivitis, often  complicated  by  small  pustules  at  the  roots  of 
the  lashes,  or  by  chronic  blepharitis,  is  a  common  result  of 
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lacbrymal  obstruction.  Micro-orgflnlsma  of  several  kinds 
associated  with  pus-forraation  have  been  found  iu  these 
little  abscesses,  as  well  as  ia  pus  from  the  lachrymal  sac. 
Palpebral  conjunctivitis  of  long  stauding,  with  watering, 
gummy  discharge,  and  more  or  less  blepharitis,  should, 
especially  if  confined  to  one  eye,  always  lead  to  the  sus- 
picion of  mucocele  or  chronic  lachrymal  abscess. 

The  rare  disease  described  as  amyloid  of  the  conjunc- 
tiva seems  scarcely  to  have  been  noticed  in  this  country. 
Detailed  accounts  of  its  cliuical  and  pathological  characters 
may  be  found  in  Kuapp'a  Archives  of  Ophthalmology,  vols. 
X.  and  xl.,  and  an  excellent  abstract  of  one  of  these  papers 
appeared  in  the  Ophthalmic  Review  for  August,  1882. 

Spring  catarrh.  A  peculiar  and  apparently  specific 
chronic  disease,  affecting  the  conjunctiva  of  the  globe  and 
upper  lid.  In  the  former  situation  it  takes  the  form  of 
conlJuent,  broad  patches  of  fleshy-looking  thickening,  of  a 
light-brown,  pink  color,  slightly  overlapping  the  edge  of 
the  cornea  for  a  considerable  part  of  its  circumference. 
In  the  latter  situation  it  occurs  as  large,  pale,  flat-topped 
graimlations,  which  are  sometimes  made  to  assume  poly- 
gonal outlines  by  their  pressure  upon  one  another.  They 
begin,  like  trachoma,  at  the  inner  and  outer  end  of  the 
lid :  either  variety  may  occur  separately.  The  disease  is 
worse  in  the  warm  part  of  the  year,  but  it  lasts  in  some 
cases  many  years,  and  gives  but  little  trouble ;  the  growths 
on  the  upper  lid  do  not  produce  pannus.  The  thickening 
is  said  to  consist  chieliy  of  epithelium,  and  not  to  aSect 
the  deep  tissues. 

Treatment  by  nitrate  of  silver  is  unnecessary ;  occasional 
touching  of  the  larger  granulations  by  the  galvano-cautery 
is  the  best  treatment.  Unlike  trachoma,  it  occurs  com- 
monly in  all  classes  of  society,  and  is  probably  not  con- 
tagious; hence  its  differential  diagnosis  in  children  at 
school  is  very  important.     Hitherto  it  has  not  been  much 
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noticed  in  this  country,  but  probably  it  ia  not  so  rare  ua 
has  been  thought. 

Coujunctivitia  Erom  drugs.  The  local  use  of  atropine 
sometimes  gives  rise  to  a  peculiar  inflammation  of  the 
conjunctiva  and  skin  of  the  lid  —  atropine  irritniion.  The 
conjunctiva  of  the  hda  becomes  vascular,  thickened,  and 
even  granular,  and  usually  the  skin  ia  reddeue<l,  slightly 
excoriated,  and  somewhat  shining.  This  effect  of  atro- 
pine is  common  in  old  people.  Some  persona  are  very 
susceptible,  and  cannot  bear  even  a  drop  or  two  with- 
out suffering  in  some  degree.  Scopoiine,  daturine,  and 
duboisine  cause  less  irritation,  and  may  be  used  instead; 
but  it  is  better,  if  possible,  not  to  use  mydriatics  at  all 
tor  a  few  days.  An  ointment  containing  lead  and  zinc 
should  be  applied  to  the  lids,  and  zinc  or  silver  lotion  to 
the  conjunctiva;  sometimes  glycerine  suits  better  than 
ointment.  In  susceptible  persons  I  have  not  found  this 
peculiar  inflammation  prevented,  either  by  the  use  of 
EU)lutioDS  made  with  antiseptics  or  of  solutions  quite 
freshly  made.  Eserine  sometimes  causes  identical  symp- 
toms. Congestion  of  the  conjunctiva  has  been  seen  among 
those  employed  in  aniline  dye  works ;  conjunctivitis  waa 
seeu  by  Trousseau  in  4  to  5  per  cent,  of  patients  treated 
for  psoriasis  by  chrysophanic  acid.  If  continued  long 
enough  arsenic  will  in  some  persons  produce  redness  and 
congestion  of  the  conjunctiva.  The  action  of  jequirity  is 
described  on  page  120, 

Ophtlialmia  nodosa  (Saemisch).  This  singular  aSection 
is  brought  about  by  the  irritation  of  the  caterpillar  hairs 
introduced  into  the  conjunctival  sac.  The  bairs  set  up  a 
nodular  inflammation  of  the  conjunctiva  which  may  ex- 
tend to  the  iris  and  deeper  parts  of  the  eye.  The  hairs 
should  be  removed  from  the  conjunctiva,  and  the  inflam- 
matory symptoms  treated  as  they  arise,' 


See  papei  by  Lawtora  :  Ophthalmic  Transactions, 
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Primary  slirinking  of  tlie  coiijimctiva  (Pemphigus  of  the 
Conjunctiva).  A  very  peculiar  and  rather  rare  disease,  in 
which,  with  the  phenomena  of  chronic  inflaomiationy  the 
whole  conjunctiva  slowly  atrophies  and  contracts,  owing 
to  the  formation  in  it  of  cicatricial  tissue.  During  the 
earlier  stages  the  thickening  of  the  tarsus  and  the  con- 
gestion, with  scarring  of  the  palpebral  conjunctiva,  have 
Sometimes  led  to  the  disease  being  mistaken  for  trachoma ; 
the  two  maladies  are,  however,  quite  distinct.  Finally  the 
whole  conjunctival  sac  disappears,  and  the  free  borders  of 
the  lids,  fixed  closely  to  the  globe,  are  directly  continuous 
with  the  cornea,  which,  irritated  and  dried  by  exposure 
and  want  of  secretion,  becomes  opaque  and  covered  by 
crusts — **  xerosis."     No  treatment  seems  of  any  use. 

In  some  of  the  cases  there  has  been  a  history  of  general 
pemphigus,  and  reason  to  believe  that  the  disease  of  the 
conjunctiva  resulted  from  a  modified  form  of  pemphigus 
eruption. 

Snow-blindness.  Long  exposure  of  the  eyes  to  the  glare 
from  snow  gives  rise  to  an  acute  conjunctivitis  attended 
with  intense  pain,  photophobia,  and  occasionally  conjunc- 
tival hemorrhages.  Similar  attacks  result  from  tempo- 
rary or  even  momentary  exposure  to  the  intense  light  of 
the  electric  arc ;  this  is  more  likely  to  occur  in  the  opera- 
tion of  electric  welding,  where  the  thickness  of  the  arc  is 
very  great. 

The  effect  on  the  eye  seems  to  be  of  the  same  nature  as 
the  scorching  or  blistering  of  the  skin  which  is  sometimes 
produced  under  the  same  circumstances.  According  to 
SnelV  spectacles  made  up  of  six  layers  of  glass,  alter- 
nately red  and  blue,  are  worn  as  a  protection  to  the  eyes 
by  the  workmen  engaged  in  this  occupation. 

1  British  Medical  Association,  Bristol,  1894. 


CHAPTER     VII. 

DI8EABES   OF  THE   COBNKA, 

« 

A.  Ulcers  AND  Non-specific  Inflammatory  Diseases. 

Inflammation  of  the  cornea  may  be  circumscribed  or 
diffuse,  HDd,  though  usually  affecting  the  proper  corueal 
tissue,  may  he  limited  to  the  epithelium  or  either  of  its 
surfaces.  It  may  be  a  local  process  leading  to  formation 
of  pus  or  to  ulceration ;  or  the  expression  of  a  constitu- 
tional <i!aease,  such  as  inherited  syphlHa ;  or  it  may  form 
part,  and  perhaps  only  a  minor  part,  of  disease  involving 
also  the  deeper  part  of  the  eyeball — -the  iris  (kerato-iritis), 
or  Bclerotio  (sclero-keratitis),  for  example. 

The  different  varieties  of  corneal  ulceration  and  sup- 
purative inflammation  form  a  very  large  and  important 
contingent  of  ophthalmic  cases.  The  cornea,  although  a 
fibrous  structure,  ia  further  removed  from  the  bloodvessels 
than  almost  any  other  tissue,  and  its  delicate  surface  is 
much  exposed  ;  it  is,  therefore,  extremely  susceptible  both 
to  external  irritants  and  to  disturbances  of  nutrition  from 
defective  supply,  or  bad  quality,  of  blood ;  ulceration  of 
the  cornea  always  means  deficient  vitality.  Lastly,  its 
surface  is  so  delicate,  and  its  perfect  transparency  and 
regularity  so  important,  that  slight  injuries  and  irritations 
are  of  more  moment  here  than  in  any  other  part  of  the 
body. 

When  inflamed  the  cornea  always  loses  its  transparency. 

If  only  the  anterior  epithelium  be  involved,  the  surface 

loses  its  polish,  and  looks  like  clear  glass  which  has  been 

breathed  upon — "steamy,"  or  finely  pitted — a  condition 

(125) 
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occurring  in  many  states  of  disease.  Thiiikening  of  the 
epithelium,  and,  still  more,  exudation  into  the  corneal  tis- 
sue, are  shown  by  a  white,  grayish,  or  yellowish  tint.  If 
the  corneal  tissue  be  opalescent,  while  the  surface  is  at  the 
same  time  ' '  steamy,  the  term  ' '  groiind-glaiis  "  gives  a  good 
idea  of  the  appearance,  though  to  make  the  simile  correct 
tlie  glass  ought  to  be  milky  throughout,  as  well  as  ground 
on  the  surface.  Rapid  suppurative  inflammation  is  pre- 
ceded by  a  stage  of  diffused  opalescence ;  hence  rapid  opal- 
escence is  a  sign  of  imminent  danger  in  such  diseases  as 
purulent  ophthalmia,  severe  bums,  or  paralysis  of  the  fifth 
nerve.  Fluorescence  of  the  cornea  has  been  seen  as  the 
result  of  the  use  of  quinine  lotions  to  the  eye,  and  appears 
to  be  due  to  the  deposit  of  crystals  of  quinine  in  the  cornea. 
Before  describing  the  most  important  types  of  corneal 
ulcer,  it  is  convenient  to  mention  the  principal  changes 
aUendant  on,  ulceration  of  the  cornea  in  general.  An,  ulcer 
of  the  cornea  is  preceded  by  a  stage  of  infiltration,  and 
the  inflamed  spot  is  generally  a  little  raised.  After  the 
centre  of  the  spot  has  broken  down  into  an  ulcer,  the 
extent,  density,  and  color  of  the  infiltration  at  its  base 
and  edges  are  important  guides  to  its  future  course.  The 
ulcer,  when  healed,  leaves  a  hazy  or  opaque  spot,  leacoma 
if  dense,  nebula  if  faint,  which  is  slight  and  may  disappiear 
entirely  if  superficial,  but  will  in  part  be  permanent  if  the 
ulcer  have  been  deep.  These  opacities  are  likely  to  clear, 
eidens  paribus,  in  proportion  to  the  youth  of  the  patient ; 
time,  also,  is  a  very  important  element,  nebulie  often  con- 
tinuing to  clear  slowly  for  years  ;  local  stimulation  aids  in 
the  removal  of  the  opacities,  one  of  the  best  applications 
being  the  ointment  of  yellow  oxide  of  mercury  (F.  25,  26). 
Other  modes  of  local  stimulation  have  been  recommended, 
such  as  tattooing,  massage,  electrolysis,  and  the  use  of 
powders,  Several  successful  attempts  have  been 
made  to  transplant  circular  portions  of  the  clear  cornea, 
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removed  from  the  rabbit  by  a  trephine,  to  replace  portiooB 
of  the  buman  cornea  rendered  opat^ue  by  disease.  To  do 
this  auccesafuliy  it  is  necessary  to  leave  behind  Descemet's 
membrane  in  the  diseased  cornea  (v.  Hippie).  Ulcers 
which  have  iittle  or  no  infiltration  often  heal  slowly,  but 
leave  a  permanent  facet  or  flattening  ;  such  facets  destroy 
the  regular  curvature  of  the  cornea,  and  thus  often  cause 
more  damage  to  vision  than  a  considerable  degree  of  mere 
clouding.  Oaring  repair  bloodvessels  often  form  and  pass 
from  the  nearest  part  of  the  coraeal  edge  to  the  ulcer,  to 
disappear  when  healing  is  complete;  phlyctenular  ulcera, 
however,  are  vascular  from  the  beginning.  Corneal  im- 
perfections are,  of  course,  most  damaging  to  vision  when 
placed  over  the  pupil. 

The  chief  gymploms  of  corneal  ulceration  are  (1)  photo- 
phobia,  with  its  consequence,  spasm  of  the  orbicularis, 
blepharospasm ;  (2)  eongedion ;  (3)  pain.  AH  three  symp- 
toms vary  extremely  in  degree  in  different  cases.  As  a 
broad  rule,  with  many  exceptions,  we  may  say  that  intol- 
erance of  light  is  worse  in  children  than  in  adults,  worse 
with  superficial  than  with  deep  ulcers,  and  worse  in  per- 
sons who  are  strumous  and  irritable  than  in  those  with 
healthy  tissues  and  good  tone.  Photophobia  should  always 
lead  to  a  careful  inspection  of  the  cornea,  and  we  shall 
then  sometimes  be  surprised  to  find  how  slight  a  change 
gives  rise  to  this  symptom  in  its  severest  form.  The  de- 
gree of  coageatioii  varies  with  the  seat  and  cause  of  the 
ulcer,  and  with  the  patient's  age,  being  usually  greatest  in 
adults.  The  visible  congestion  is,  as  in  iritis,  due  especi- 
ally to  distention  of  the  subconjunctival  twigs  of  the  ciliary 
zone,  Fig.  25,  Ant.  CU.,  and  Fig.  28 ;  but  there  is  often 
congestion  of  the  conjunctival  vessels  as  well  In  some 
forma  of  marginal  ulcer  only  those  vessels  which  feed  the 
diseased  part  are  congested.  Great  pain  in  and  around 
the  eye  often  attends  the  earlier  stages  of  corneal  abscess. 
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and  is  common  in  many  acute  ulcers ;  as  a  symptom,  it,  of 
course,  always  needs  careful  attention ;  it  is  generally  re- 
lieved by  those  local  measures  which  are  best  for  the  dis- 
ease itself. 

Types  of  Corneal  Ulceration. 

1.  The  simple  tUeer  begins  as  a  little  grayish-white  spot, 
at  first  elevated  and  bluntly  conical,  afterward  showing  a 
minute,  shallow  crater;  the  congestion  and  photophobia 
vary,  but  are  often  slight.  The  ulcer  is  usually  single, 
but  it  is  apt  to  recur  in  the  same,  or  the  other  eye.  The 
infiltration  often  extends  into  the  corneal  tissue,  and  the 
residual  opacity  remains  for  a  long  time,  if  not  perma- 
nently. The  patients  are  always  badly  nourished.  In 
most  cases  the  ulcer  quickly  heals,  but  now  and  then  the 
infiltration  passes  into  an  abscess  or  a  spreading,  suppu- 
rating ulcer. 

Less  commonly  we  meet  with  a  central  ulcer,  or  a  suc- 
cession of  ulcers,  of  a  much  more  chronic  .character,  and 
attended  with  little  or  no  infiltration.  After  lasting  for 
months  the  loss  of  tissue  is  only  partly  repaired,  and  a 
shallow  depresssion  or  a  flat  facet  is  left,  with  but  little 
loss  of  transparency.  Some  of  the  best  examples  are  seen 
in  anaemic  or  strumous  patients  with  granular  lids  of  long 
standing. 

2.  Phlyctenular  conjunctivitis  (phlyctenular  keratitis,  pus- 
tular ophthalmia,  marginal  keratitis,  strumous  ophthalmia, 
lymphatic  conjunctivitis).  The  formation  of  little  pap- 
ules, or  pustules,  on  or  near  the  corneal  margin  is  exceed- 
ingly common,  either  independently,  or  as  a  complication 
of  some  existing  ophthalmia.  Although  there  are  many 
varieties  and  degrees  of  phlyctenular  inflammation  in  re- 
spect to  the  seat,  extent,  and  course  of  the  disease,  the  fol- 
lowing features  are  common  to  all.  They  show  a  strong 
tendency  to  recur  during  several  years ;  they  are  seldom 
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I  in  very  young  children,  and  comparatively  seldom 
after  middle  life;  they  occur  often  in  children  who  have 
a  tendency  to  enlargement  of  their  lymjjhatic  glands ; 
blepharitis  is  often  seen  in  the  same  patients ;  the  first 
attack  often  follows  closely  after  an  acute  exanthem,  and 
especially  after  measles;  the  caees  are  much  influenced 
by  climate  and  weather,  and  their  condition  often  varies 
extremely  from  day  to  day  without  making  either  progress 
or  regress. 

An  elevated  spot,  like  a  papule,  commonly  about  the 
size  of  a  small  mustard-seed,  is  seen  cither  on  the  white 
of  the  eye  near  the  cornea,  or  upon,  or  just  within,  the 


corneal  border.  It  is  preceded  and  accompanied  by  local- 
ized congestion.  Its  top  sometimes  becomes  as  yellow  as 
that  of  an  acne  pustule,  but  more  often  when  seen  it  has 
become  abraded,  and  aphthous-looking.  Pustules  at  a 
little  distance  from  the  cornea,  Fig,  44,  although  gener- 
ally larger  than  those  seated  on  the  corneal  border,  occa- 
sion less  photophobia,  and  are  more  easily  cured.  Pustules 
at  the  corneal  border,  though  often  very  small,  cause  trou- 
blesome and  even  very  severe  photophobia ;  they  are 
troublesome  in  proportion  rather  to  their  number  than 
their  size,  and  if  so  numerous  as  to  form  a  ring  around 
the  cornea  their  cure  is  often  very  tedious. 
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A  pustule  is  always  liable,  even  when  it  has  begun  on 
the  conjunctiva,  to  advance  as  a  superficial  ulcer  ou  to  the 
cornea,  though  it  never  extends  in  the  opposite  direction 
over  the  sclerotic.  Such  a  pklydenular  iiieer,  if  it  do  not 
stop  near  the  corneal  border,  will  make,  in  an  almost  radial 
direction,  for  the  centre,  carrying  with  it  a  leash  of  vessels 
which  lie  upon  the  track  of  opacity  left  in  the  wake  of  the 
ulcer,  Fig.  45.  Finally,  the  ulceration  stops,  the  vessels 
dwindle  and  disappear,  but  the  path  of  opacity  seldom 
clears  up  entirely.  The  term  recurrent  va»autar  ulcer  in 
used  when  such  ulcers  are  solitary ;  but  they  are  often 
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multiple  as  well  as  recurrent,  and  then,  in  the  end,  we  find 
the  cornea  covered  by  a  thin,  irregular  network  of  auper- 
ficial  vessels  on  a  patchy,  uneven,  hazy  surface,  the  so-calied 
"pklydenular  panmts." 

A  common  variety  of  phlyctenular  inflammation,  aptly 
called  marginal  conjunctivitis,  perhaps  allied  to  the  >iprini/ 
catarrh  of  Continental  authors,  occurs  in  the  form  of  a 
slight,  granular-looking,  often  vascular  swelling,  beginning 
as  a  crescent  above  or  below,  but  often  extending  all  round 
the  edge  of  the  cornea.  If  the  process  continue  the  cornea 
is  invaded  by  a  densely  vascular,  superficially  ulcerated, 
and  yet  thickened  zone.  It  is  to  be  distinguished  from  a 
deeper  variety  of  marginal  keratitis  alluded  to  at  p.  140, 
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In  another  variety  a  single  pustule  just  within  the  border 
of  the  cornea  ulcerBtea  deeply,  becomes  surrounded  by 
swollen,  softened,  suppurating  tissue,  and  may  perforate ; 
such  cases  are  seen  in  weakly  women  and  strumous  children. 
In  very  rare  cases,  what  appears  to  be  an  ordinary  conjunc- 
tival pustule  persists,  grows  deeply,  and  may  even  perforate 
the  Bolerotic  in  the  form  of  an  ulcer ;  or  it  may  infiltrate  the 
sclerotic  and  the  ciliary  body  beneath,  forming  a  soft,  semi- 
suppurating  tumor,  whence  the  inflammation  is  likely  to 
spread  to  the  vitreous  and  destroy  the  eye.  Stopping  short 
of  these  extreme  results,  such  a  case  forms  one  type  of 
episcleritis.     Chapter  IX. 

Occasionally  a  large,  sometimes  solitary  blister  forms 
under  the  anterior  corneal  epithelium;  it  rises  quickly, 
is  attended  by  severe  neuralgic  pains,  which  is  often  re- 
lieved when  the  vesicle  bursts,  about  a  day  after  the  onset 
The  condition  is  liable  to  relapse  in  the  same  cornea,  and 
seems  often,  though  not  always,  to  have  its  origin  in  a 
superficial  injury.  It  is  sometimes  called  relapsing  bitl- 
hue  keratitie. 

The  corneal  changes  produced  by  the  friction  of  granu- 
lar lids  have  been  considered  under  that  subject.  The 
pannus  of  granular  lids  usually  differs  from  the  "phlyc- 
tenular pannus"  just  mentioned  in  being  denser  and  more 
uniform  beneath  the  upper  lid.  Fig.  43 ;  any  doubt  is  dis- 
pelled by  everting  the  lid.  But  it  must  be  borne  in  mind 
that  ulceration  of  the  cornea  often  occurs  as  a  complica- 
tjon  of  trachomatous  pannus. 

S.  In  old  persons  a  cresceutic  ulcer  scmetimeB  forms  in 
the  utuation  of,  or  actually  upon,  an  arcus  seuilis.  Though 
thrae  cases  generally  do  well,  they  should  be  watched,  for 
at  first  they  may  be  indistinguishable  from  more  serious 
forms  about  to  be  described. 

In  rare  cases,  the  ulcer  instead  of  healing  shows  a  ten- 
dency to  spread,  and  gradually  to  invade  the  whole  cornea, 
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\  tbe  characteristic  feature  being  the  undermining  of  the 
adjacent  healthy  cornea  by  the  advancing  edge  of  the 
ulcer.  Perforation  never  tal<es  place,  but  with  occasional 
periods  of  quiescence  the  whole  surface  of  the  cornea  is 
mvaded,  and  rendered  permaflently  opaque.  This  form  of 
ekronic  serpiginous  ulcer  is  more  common  in  tropical  coun- 
tries than  in  England,  and  seems  to  yield  to  no  treatment 
short  of  the  actual  cautery.  It  is  sometimes  known  as 
rodent  ulcer  of  the  cornea, 

4.  Acute  infective  corneal  ulcem.  Several  varieties  of  dan- 
gerous corneal  ulcer  may  be  grouped  together  as  probably 
depending  upon  local  infection,  and  there  seems  to  be  no 
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doubt  that  destructive  inflammation  of  the  cornea  may 
occur  in  utero.  Differing  widely  in  rapidity  and  depth, 
they  argee  in  being  often  the  result  of  slight  injuries  by 
chips  of  metal,  beards  of  coru,  etc.,  in  tending  to  spread 
at  one  border  while  healing  at  another,  in  the  absence  of 
"vessels  of  repair,"  such  as  are  usually  forrae<i  during  the 
healing  of  other  ulcers,  and  in  being  often  complicated 
with  hypopyon.     Fig.  47. 

The  most  important  variety  is  the  aeute  serpiginou-g  ulcer, 
which  begins  as  a  gray  spot  showing  slight  ulceration,  and 
having  a  sharply  cut  border,  one  part  of  which  is  more 
dewely  opaque  than  the  real.  Fig.  46 ;  this  infiltrated,  ad- 
vancing edge  is  the  distinguishing  mark  of  the  ulcer.     If 
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the  ulcer  have  lasted  some  little  time,  a  portion  of  ita  edge, 
asually  that  nearest  the  corneal  horder,  will  be  more  or 
lees  filled  up ;  in  such  a  state  the  moat  conspicuous  part  of 
the  ulcer  is  creacentic.  Fig.  46.  Unless  quickly  checked 
the  process  often  spreads  widely,  eats  deeply,  becomes  com- 
plicated with  iritis  and  hypopyon,  and  leads  to  perforation 
of  the  Goruea. 

Probably  many  cases  of  corneal  abscess  and  acute  sup- 
purating ulcer  of  less  distinct  type  than  the  above  are, 
like  it,  due  to  infection. 

Abscess  may  occur  at  any  age,  but,  like  serpiginous 
ulcer,  is  more  common  In  those  who  are  old,  underfed,  or 
damaged  by  drink ;  the  simple  ulcer  of  children,  however, 
may  go  on  to  abscess.  Abscess  usually  forma  at  the  centre 
of  the  corneal  area  as  a  small  round  raised  spot,  with  great 
pain  and  congestion;  rapidly  enlarging,  it  usually  bursts 
forward,  leaving  n  round  ulcer  covered  with  lymphy  pus, 
but  it  may  perforata  the  hinder  surface  of  the  cornea; 
hypopyon  often  occurs.  The  purulent  infiltration  may 
spread  rapidly  and  destroy  almost  the  whole  cornea. 

Hypopijon  signifies  a  collection  of  pus  or  puro-lymph  at 
the  lowest  part  of  the  anterior  chamber ;  its  upper  boun- 
dary is  usually,  but  not  always  level.  Fig.  47.  It  may 
occur  with  any  ulcer,  whether  deep  or  not,  which  is  accom- 
panied by  purulent  infiltration  of  the  surrounding  cornea; 
or  with  corneal  abscess.  The  pus  may  be  derived  either 
from  an  abscess  breaking  through  the  posterior  surface  of 
the  cornea,  or  from  suppuration  of  the  epithelium  covering 
Descemet's  membrane,  or  from  the  surface  of  the  iris. 
Simple  iritis  now  and  then  gives  rise  to  hypopyon.  The 
diameter  of  the  anterior  chamber  being  rather  greater 
than  the  apparent  diameter  of  the  clear  cornea,  a  very 
small  hypopyon  may  be  hidden  behind  the  overlapping 
edge  of  the  sclerotic.  In  some  cases  of  severe  corneal 
suppuration.  Fig.  4^,  a,  the  pus  sinks  down  between  the 
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;llie  of  the  coraea,,  6.  To  tLla  coDditloo  the  terra  ow^ 
ia  applied,  and  should  be  limited,  though  it  is  sometimes 
used  in  other  senBca.  The  term,  however,  may  very  wdl 
be  discarded.  Onyx  and  hypopyon  often  co-exigt,  and 
then  the  distinction  between  them  can  hardly  be  made 
without  tapping  the  anterior  chamber.  Hypopyon, 
liquid,  will,  but  onyx  will  not,  change  its  position  if  th< 
patient  lies  down ;  as,  however,  the  pU3  of  hypopyon  is 
often  gelatinoua  or  fibrinous,  this  test  loses  much  of  its 
vulue.  The  distinction  can  sometime  be  made  by  means 
of  oblique  illumination,  if  the  cornea  in  front  of  an  hypo- 
pyon remain  clear. 


u  AhBCeaa.    b.  Onyx.    , 


5.  Keraiomalatda,  or  primary  sloughing  of  the  cori 
occurs  in  young  children  who  are  the  subjects  of  grai 
disturbances  of  nutrition.     The  firet  manifestation  of 
affection  is  a   drj'OesH    of  the    conjunctiva,  which   is 
longer  moistened  by  the  tears  ;  small,  triangular  patchf 
of  roughened  epithelium,  covered  with  foam,  similar  to 
those   which    appear    in   adults    with   night-blindness,    so 
called  xtTotie  patches,  are  found  on  each  side  of  the  oor- 
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nea.  The  dryness  spreads  to  the  cornea,  which  soon  be- 
comes dull ;  this  is  followed  by  infiltration  and  rapid 
destruction  of  the  whole  or  part  of  the  comea.  In  the 
typical  cases  there  is  little  intolerance  of  light  and  no  dis- 
charge. Keratomalacia  appears  in  England  moetly  in 
hand-reared  infants  who  are  insufficiently  nourished  in 
consequence  of  unsuitable  fooJ  or  of  prolonged  diarrhcea  ; 
it  may  occur  after  severe  attacks  of  measles,  scarlet  fever, 
etc.,  and  frequently  comes  on  during  the  late  stages  of  not 
very  severe  ophthalmia  neonatorum  in  children  who  are  the 
subjects  of  congenital  syphilis.  It  also  occurs  in  breast-fed 
infants  in  countries  where  long  religious  fasts  are  practised. 
The  children  are  extremely  ill,  and  very  frequently  die. 

6.  Febrile  herpes  of  the  cornea  appear  as  small  vesicles 
which  rupture  and  leave  shallow,  punched-out  ulcers. 
These  sometimes  spread  generally  over  the  surface,  having 
a  defined  gray,  infiltrated  edge,  but  occasionally  the  ulcera- 
tion takes  the  form  of  a  stem  with  irregular,  broad  buds  or 
branches,  not  unlike  a  hverwort,  the  disease  being  super- 
ficial from  begimiiug  to  end  aad  showing  no  tendency  to  the 
formation  of  pus,  but  spoiling  the  surface  of  the  comea — 
dendritic  creeping  ulcer. 

In  rare  cases  of  keratitis  beginning  as  vesicles,  small 
filaments  are  seen  adhering  to  the  surface  of  the  cornea ; 
these  filaments  are  seen  under  the  microscope  to  consist  of 
a  twisted  strand  made  up  of  epithelial  ceils  and  mucus. 
This  affection  has  been  called  filamentary  keratitig  (Leber, 
Nuel,  Hess). 

Superficial  punctate  keratitig  (Fuchs)  probably  also  he- 
longs  to  this  group.  It  begins  with  the  symptoms  of  an 
acute  catarrh  of  the  eyes  and  nose.  The  corneal  chaoges 
consist  of  minute  gray  opacities  with  a  slightly  raised  sur- 
face; the  symptoms  of  irritation  soon  disappear,  but  the 
opacities  persist  for  a  longer  period.  They  do  not  ulcer- 
ate, and  as  a  rule  the  vision  is  unimpaired. 
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7.  For  Herpes  Zoster  and  Neuro-paralytic  Keratitis,  see 
Chapter  XXIII. 

8.  Ulceration  of  the  cornea  from  exposure  occurs  in  par- 
alysis of  the  orbicularis,  in  some  cases  of  cicatricial  con- 
traction of  the  lid,  in  severe  cases  of  exophthalmic  goitre, 
and  in  persons  who  are  comatose  for  any  length  of  time. 
It  is  often  possible  to  avoid  this  by  closing  the  lids  with 
a  strip  of  adhesive  plaster,  but  it  may  be  necessary  to  pare 
the  edges  of  the  lid  and  stitch  them  partly  together. 

Treatment  of  Ulcers  op  the  Cornea.  The  prin- 
ciples of  local  treatment  for  the  various  types  of  corneal 
ulceration  are :  1.  To  favor  healing  by  keeping  the  surface 
at  rest.  2.  To  relieve  pain,  photophobia,  and  severe  con- 
gestion. 3.  To  promote  absorption  of  pus,  whether  in 
the  corneal  layers  or  in  the  anterior  chamber.  4.  To 
check  the  spread  of  local  infection  by  scraping,  actual 
cautery,  and  antiseptics.  5.  By  incision  to  evacuate  pus 
between  the  corneal  layers  (abscess),  or  in  the  anterior 
chamber  (hypopyon),  when  abundant  or  increasing.  6. 
To  stimulate  the  surface  of  ulcers  which  have  begun  to 
heal,  or  of  indolent  ones  which  are  stationary.  7.  Counter- 
irritation  by  a  seton  in  certain  chronic  cases.  8.  When 
the  corneal  ulceration  is  caused  by  granular  lids,  or  asso- 
ciated with  any  form  of  acute  ophthalmia,  the  treatment 
of  the  conjunctiva  is  usually  more  important  than  that 
of  the  cornea.  9.  Where  nutrition  is  defective,  as  in 
keratomalacia,  it  is  highly  necessary  to  inquire  into  and 
remedy  any  defect  in  feeding ;  cod-liver  oil  is  generally  of 
great  value  in  such  cases. 

Often  we  have  no  difficulty  in  deciding  upon  the  treat- 
ment. But  in  some  cases,  especially  the  severer  ones, 
much  judgment  is  needed ;  and  it  is  sometimes  impossible 
to  predict  with  certainty  what  measures  will  be  best. 

Ulcers  of  the  cornea  are  so  often  a  sign  of  bad  health 
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that  every  care  should  be  bestowed  upon  the  patient's  gen- 
eral state. 

Treating  the  matter  clinically,  we  shall  find  that  local 
stimulation  is  best  for  a  large  number  of  the  cases,  aa  they 
first  come  under  notice,  including  phlyctenular  cases, 
chronic  superficial  ulcers  of  various  kinds,  and  even  many 
recent  ulcers  if  nut  threatening  to  suppurate.  As  a  gen- 
eral rule,  this  plau  alone  is  not  suitable  when  there  is  much 
photophobia,  but  exceptions  occur,  especially  in  old-standing 
cases.  The  most  convenient  remedy  is  the  ointment  of 
amorphous  yellow  oxide  of  mercury  (F.  12  and  13),  of 
which  a  piece  about  as  large  as  a  hemp-seed  is  to  be  put 
inside  the  eyelids  once  or  twice  a  day.  If  smartiiig  con- 
tinue for  more  than  half  an  hour  the  ointment  should  be 
washed  ont  with  warm  water ;  and  if  the  irritability  in- 
crease after  a  few  days'  use  of  the  ointment,  the  prepara- 
tion must  be  weakened  or  discontinued.  The  same  oint- 
ment, combined  with  atropine,  gives  excellent  results  in 
cases  of  superficial  ulcer  with  much  photophobia  (F.  14). 
Calomel  flicked  into  the  eye  daily  or  les  often  is  also  an 
admirable  remedy.  Nitrate  of  silver  in  the  form  of  solid 
mitigated  stick  (F.  1)  is  useful  if  carefully  applied  to  large 
conjunctival  pustules,  and  occasionally  to  indolent  corneal 
ulcers ;  its  use,  however,  needs  some  skill,  and  is  seldom 
really  necessary — solutions  of  from  5  to  10  grains  to  the 
ounce  may  be  cautiously  used  by  the  surgeon  instead  of 
the  yellow  ointment,  and  are  particularly  valuable  in  old 
vascular  ulcere  and  in  ulcers  with  conjunctivitis.  When 
in  doubt  it  is  best  to  depend  for  a  few  days  on  atropine 
alone,  used  once  or  twice  a  day. 

In  aU  cases  of  corneal  disease  attended  with  intolerance 
of  light  the  patient  is  tu  wear  a  large  shade  over  botk  eyes, 
or,  better,  a  pair  of  "goggles;"  a  little  patch  over  one 
eye  does  not  relieve  photophobia.  If  the  intolerance  of 
light  be  excessive,  it  is  sometimes  useful  to  douche  the  face 
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and  eyes  with  a  atream  of  cold  water.  The  patieuta  should 
be  allowed  to  go  out ;  many  a  child  id  kept  within  doors, 
to  the  injury  of  its  health,  who,  with  suitable  protection, 
can  go  out  daily  without  the  least  detriment  to  its  eyes. 

In  chronic  and  relapsing  cases,  with  photophobia  and 
irritability,  where  all  other  methods  have  had  a  good  trial, 
a  seton  gives  the  best  results,  whether  the  eye  be  much 
congested  or  not.  The  silk  must  be  very  thick,  the  punc- 
tures should  be  at  least  an  inch  apart,  and  be  so  placed 
that  the  scars  rnay  he  hidden  by  the  hair  on  the  temple 
or  behind  the  ear.  The  setou  is  to  be  moved  daily,  and  if 
acting  badly  may  be  dressed  with  savin  ointment;  it  should 
be  worn  at  least  six  weeks.  Severe  inflammation,  and  even 
abscess,  sometimes  seta  in  a  few  days  after  the  insertion  of 
the  thread,  and  in  very  rare  cases  secondary  bleeding  has 
occurred  from  a  branch  of  the  temporal  artery.  To  avoid 
wounding  this  artery  the  skin  is  to  be  held  well  away  from 
the  head. 

Very  severe,  recent  phlyctenular  cases  are  occasionally 
difficult  to  influence,  and  remain  practically  "  Hind  "  with 
spasm  of  the  lida  for  weeks.  There  is  seldom  any  risk, 
provided  that  the  cornea  be  examined  at  intervals  of  a 
few  days,  and  in  the  end  such  cases  do  well.  Calomel 
dusted  on  the  cornea  sometimes  helps  more  than  any  other 
local  measure,  and  change  of  air,  especially  to  the  seaside, 
frequently  effects  a  more  rapid  cure  than  any  local  treat- 
Cases  for  which  the  stimulating  treatment  is  suitable 
seldom  need  the  eye  to  be  bandaged,  though,  as  men- 
tioned, they  often  need  a  shade  or  goggles. 

The  remaining  methods  are  applicable  to  the  severer 
forms  of  ulceration — the  serpiginous  ulcer,  deep  suppu- 
rating ulcers,  abscess,  and  generally  all  ulcers  with  hypo- 
pyon, and  all  acute  ulcers  iq  elderly  persons.  In  many 
s  of  severe  type,  at  an  early  stage,  the  pain  i 
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relieved  and  the  uleeratiou  stopped  by  very  hot  fomenta- 
tions (of  water,  poppyhead,  or  belladonna)  to  the  eyelida 
for  twenty  minutes  etrery  two  hours,  the  eye  beiiifi;  tied  up 
in  the  intervak  with  a  large  pad  of  cotton-wool  and  ban- 
dage, and  atropine  used  two  or  three  times  a  day;  the 
patient  must  rest,  have  good  food,  often  with  alcohol,  and 
take  quinine,  or  bark  and  ammonia.  If,  nevertheless,  the 
ulceration  spread,  or  a  hypopyon  form  or  increase,  incision 
of  the  cornea  and  the  use  of  topical  remedies  are  called 
for.  Of  Buch  remedies  the  beat  seem  to  be  the  actual 
cautery,  preceded  by  scraping  with  a  sharp  spoon,  and 
followed  by  iodoform  or  boric  acid.  The  actual  cautery 
may  be  either  the  fine  galvano-cautery,  or  a  very  small 
Paquelin  ;  the  edge  of  the  ulcer  is  to  be  well  burnt  before 
the  heat  is  applied  to  the  fioor,  and  I  like  to  burn  a  little 
beyond  the  opaque  edge.  Instead  of  the  cautery,  pure 
carbolic  acid  or  strong  solutions  of  nitrate  of  silver, 
applied  directly  to  the  ulcer,  often  succeed  in  checking 
its  course. 

Iodoform,  which  is  probably  the  most  useful  corneal 
antiseptic,  may  be  used  in  powder  or  strong  ointment  (20 
or  30  gr.  to  sj ;  F.  30)  freely  three  times  a  day  or  more; 
it  gives  no  pain.  Boric  acid  may  he  used  in  tlie  same 
way.  For  dendritic  ulcers,  absolute  alcohol  rubbed  thor- 
oughly into  the  ulcerated  surface,  or  pure  carbolic  acid  or 
perchloride  of  mercury  of  2  or  4  per  cent,  strength  applied 
with  a  camel-hair  brush,  are  generally  successful. 

Hypopyon,  if  large,  Fig,  47,  or  iocreosiug,  must  be  let 
out,  and  ou  the  whole,  for  most  cases,  Saemisch's  plan  of 
cutting  through  the  cornea  quite  across  the  ulcer  is  the 
best  for  this  purpose,  because  if  there  be  pent-up  pus  in 
the  cornea  this  section  will  allow  ita  removal  at  the  same 
time ;  the  section  should  be  made  with  a  Graefe's  cataract 
knife.  Fig.  151,  entered  with  its  back  toward  the  lens  at 
one  border  of  the  ulcer,  carried  across  the  anterior  cham- 
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ber,  and  brought  out  at  the  other  side  of  the  ulcer.  It  is 
sometimes  an  advantage  to  keep  up  leakage  by  reopening 
the  wound  with  a  probe  for  a  few  days.  Corneal  section 
also  often  instantly  relieves  the  severe  pain  of  these  cases ; 
the  section  may  sometimes  be  made  with  equally  good 
effect  in  the  lower  part  of  the  cornea  away  from  the  ulcer. 
If  the  ulcer  have  already  perforated  and  the  eye  be  worth 
saving,  iridectomy  should  be  done,  either  by  drawing  the 
prolapsed  iris  freely  through  the  perforation  and  cutting 
it  off,  or  by  making  an  incision  in  a  sound  part  of  the 
cornea.  I  believe  that  careful  scraping  and  burning  will 
do  much  to  reduce  the  severity  of  infective  corneal  ulcers. 

Some  of  these  ulcers  are  accompanied  by  a  good  deal  of 
muco-purulent  conjunctivitis,  for  which  a  ten-grain  solu- 
tion of  nitrate  of  silver,  painted  inside  the  lower  lid  with 
a  brush  about  once  a  day,  may  generally  be  used ;  its  effect 
must  be  watched,  and  its  employment  discontinued  if  it 
increases  irritability. 

line  of  atropine  and  eserine  in  severe  ulcers  of  the  cornea. 
Formerly  either  atropine,  or  belladonna  lotion,  was  used 
for  nearly  every  case  of  severe  corneal  ulcer.  Atropine 
often  relieves  pain,  prevents  or  lessens  iritis,  and  probably 
lessens  engorgement  of  the  vessels  of  the  iris  and  ciliary 
region ;  it  may  generally  be  used,  sparingly,  as  an  auxil- 
iary in  suppurating  and  serpiginous  cases,  but  it  tends  to 
increase  any  existing  conjunctival  inflammation.  During 
the  last  few  years  eserine  has  come  into  use  for  certain 
cases  which  would  formerly  have  been  treated  chiefly  by 
atropine.  The  deep,  funnel-shaped,  suppurating  ulcer 
which  sometimes  develops  from  a  marginal  pustule  is  the 
most  suitable  for  treatment  by  eserine,  whether  compli- 
cated with  hypopyon  or  not.  Although  in  a  bad  case  of 
this  sort,  hot  fomentations  and  the  compress  are  necessary, 
I  have  seen  a  certain  number  of  less  severe  ones  recover 
under  eserine  alone,  used  about  six  times  a  day  (F.  39). 
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Eserine  probably  acts  partly  by  enlarging  the  surface  of 
the  iris  and  dilating  the  ciliary  arteries,  thus  favorJug  ab- 
sorption and  increasing  the  nutritiou  of  the  cornea.  For 
this  reason  in  keratomalacia,  where  the  cornea  suffers  from 
insufficient  nourishment,  it  should  be  used  without  delay. 
The  opacity  sometimes  clears  up  in  a  remarkable  way 
under  its  use ;  possibly,  also,  it  acts  locally  on  the  ulcer- 
ated surface.  There  is  no  clinical  proof  that  eserine  lowers 
tension  unless  the  tension  has  been  previously  increased,  as 
it  seldom  is  in  corneal  ulcers,  Eserine  causes  congestion 
of  the  deep  vessels  of  the  ciliary  region,  and  after  a  time 
increases  the  photophobia  and  irritabihtv  of  the  eye  these 
symptoms  usually  coincide  with  disappearance  of  the  cor 
neal  infiltration  and  the  commencement  of  ^osculanzatton 
of  the  ulcer,  and  when  this  stage  is  reached  the  eserine 
should  be  discontinued. 

The  alternate  use  of  heat  and  cold  for  short  periods  is 
recommended  in  some  obstinate  cases  of  torneal  uIc<'ration, 
the  object  being  to  improve  nutrition  by  causing  frequent 
8  ill  the  quantity  and  rate  of  the  blood-supply. 


B.    DiPPtlSE    KERiTITia. 

SyphiHtua,  inler»tilial,  or  parenekymaftitis  keratitis. 

In  this  disease  the  cornea  ia  its  whole  thickness  under- 
goes a  chronic  inflammation,  which  shows  no  tendency 
either  to  the  formation  of  pus  or  to  ulceration.  After 
several  months  the  inflammatory  products  are  either 
wholly  or  in  great  part  absorbed,  and  the  transparency 
of  the  cornea  restored  in  proportion. 

The  changes  in  the  cornea  are  usually  preceded  for  a 
few  days  by  some  ciUary  congestion  and  watering.  Then 
u  faint  cloudiness  is  seen  in  one  or  more  large  patches,  and 
the  surface,  it  carefully  looked  at,  is  found  to  be  "  steamy." 
These  nebulous  areas  may  lie  in  any  part  of  the  cornea.    In 
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from  two  to  about  four  weeks  the  whole  cornea  has  usoaUy 
passed  into  a  condition  of  white  haziness,  with  steamy  sur- 
face, of  which  the  term  "ground-glass "gives  the  best  idea. 
Even  now,  however,  careful  inspection,  espedally  by  focal 


light,  will  show  that  the  opacity  is  by  no  means  uniform, 
that  it  shows  many  whiter  spots,  or  large,  denser  clouds, 
scattered  about  in  the  general  mist ;  in  very  severe  cases 
the  whole  cornea  is  quite  opaque  and  the  iris  hidden ;  but 


Thickening  nF  corni 
keraUllfl.    SulHxiiiJiinctival 
pore  with  Fig.  ii. 


as  a  rule  the  iris  and  pupil  can  be  seen,  though  very  imper- 
fectly. Fig.  4!).  In  many  ca'ies  iritis  occurs  and  posterior 
synechias  are  formed  ;  cyclitis,  with  deposit  in  the  back  of 
the  cornea,  is  a  very  frequent  accompaniment  of  the  cor- 
neal affection ;  in  a  large  proportion  of  cases  of  interstitial 


DISEASES  OF  THE  CORNEA. 


143 


keratitis  there  is  evidence  of  early  parti cipatiou  of  the 
uveal  layer  in  the  inflammatory  process.  Bloodvessels 
derived  from  branches  of  the  ciliary  vessels.  Fig.  25,  are 
often  formed  in  the  layers  of  the  cornea,  Fig.  .50 ;  they 
are  small  but  set  thickly,  and  in  patches ;  as  they  are 
covered  by  a  certain  thickness  of  haiy  cornea,  their 
bright  scarlet  is  toned  down  to  a  dull  reddish-pink  color 
— "salmon  patch  "of  Hutchinson.  The  separate  vessels 
are  visible  only  if  magnified  {p.  77),  when  we  see  that  the 
trunks,  passing  in  from  the  border,  divide  at  acute  angles 
into  very  numerous  twigs,  lying  close  to  each  other,  and 


taking  a  nearly  straight  course  toward  the  centre.  Pig.  51. 
These  salmon  patches,  when  small,  are  often  crescentic, 
but  if  large  tend  to  assume  a  sector-shape.  In  another 
type  the  vascularity  begins  aa  a  narrow  fringe  of  looped 
vessels  which  are  continuous  with  the  loop  plexus  of  the 
I  corneal  margin.  Fig,  52,  compare  Fig.  25,  I,  and  gradually 
extend  from  above  and  below  toward  the  centre.  The  vessels 
I  in  these  cases  are  somewhat  more  superficial,  and  the  cor- 
I  neal  tissue  iu  which  they  lie  is  always  swollen  by  infiltra- 
t  tion.  This  type,  which  forms  a  variety  of  marginal  kera- 
I  mU,  compare  p.  130,  usually  occurs  ia  syphilitic  subjects. 


'\ 
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but  I  believe  that  some  of  the  patients  are  at  the  same 
time  strumous.  A  similar  condition,  sometimes  leading  to 
secondary  glaucoma,  occurs  now  and  then  in  elderly  people. 
In  extreme  cases  of  either  type  of  vascular  keratitis  the 
vessels  cover  the  whole  cornea,  except  a  small  central 
island. 

The  degree  of  congestion  and  the  subjective  symptoms 
in  syphilitic  keratitis  vary  very  much ;  as  a  general  rule 
there  is  but  moderate  photophobia  and  pain,  but  when  the 
ciliary  congestion  is  great  these  symptoms  are  sometimes 
very  severe  and  protracted. 

The  attack  can  be  shortened  and  its  severity  lessened  by 
treatment ;  but  the  disease  is  always  slow,  and  from  six  to 
twelve  months  may  be  taken  as  a  fair  average  for  its  dura- 
tion from  beginning  to  end.  Very  bad  cases  with  exces- 
sively dense  opacity  sometimes  continue  to  improve  for 
several  years,  and  may  recover  an  unexpected  degree  of 
sight.  Perfect  recovery  of  transparency  is  less  common, 
even  in  moderate  cases,  than  is  sometimes  supposed,  but 
the  slight  degree  of  haziness  which  so  often  remains  does 
not  much  affect  the  sight.  The  epithelium  usually  becomes 
smooth  before  the  cornea  becomes  transparent,  but  in  severe 
cases  irregularities  of  surface  may  remain  and  render  the 
diagnosis  difficult.  Very  minute  vessels,  as  in  Fig.  51,  seen 
by  direct  ophthalmoscopic  examination  with  a  high  -f  lens 
(p.  77),  nearly  straight,  and  branching  at  acute  angles  with 
short,  abrupt  rectangular  bends  here  and  there,  are  often 
left,  and  when  found  are  good  evidence  of  previous  inter- 
stitial keratitis. 

Syphilitic  keratitis  is  almost  always  symmetrical,  though 
an  interval  of  a  few  weeks  commonly  separates  its  onset  in 
the  two  eyes ;  rarely  the  interval  is  several  months,  a  year, 
or  even  more.  It  generally  occurs  between  about  the  ages 
of  six  and  fifteen ;  sometimes  as  early  as  two  and  a  half 
or  three  years ;  in  rare  instances  it  may  set  in  after  forty ; 
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Baany  of  the  very  late  cases  are  severe  a 

it  occur  very  early,  the  attack  is  generally  mild. 

'of  greater  or  less  severity  are  common.    Not  ouly  doea  iritis 
:ur  with  tolerable  frequeucy,  but  we  occasionally  meet 
deep-aeated  inflammation  in  the  ciliary  region,  giving 
either  to  secondary  glaucoma,  or  to  stretching  and 
elongation  of  the  globe  in  the  ciliary  zone,  or  to  soften- 
ing and  shrinking  of  the  eyeball.'     Dota  of  opacity  may 

-sometimes  be  seen  on  the  back  of  the  cornea  at  its  lower 
part,  before  the  cornea  itself  ia  much  altered  (p.  147) ;  some- 
times, too,  the  interatitial  exudation  is  ranch  more  dense  at 
the  lower  part  of  the  cornea  than  elsewhere.  Syphilitic 
keratitis  in  strumona  children  often  shows  more  irri- 
tability, photophobia,  and  conjunctival  congestion  than 
in  others ;  but  it  is  very  seldom  that  ulceration  occurs, 
mnd  although  in  the  worst  cases  the  cornea  becomes  soft- 
Oied  and  yellowish,  and  for  a  time  seems  likely  to  give 

.  way,  actual  perforation  is  one  of  the  rarest  events. 
l^nnua  frora  granular  disease  may  coexist  with  syphilitic 
keratitis. 

Treatment,    A  long  but  mild  course  of  mercury  is  cer- 

tMuly  of  use.     It  is  customary  to  give  iodide  of  potassium 

id  it  probably  has  some  influence.     If  the  patients 

i1»  very  ausemic,  and  they  often  are  so,  iron,  or  the  syrup 
of  its  iodide,  is  more  advisable  than  iodide  of  potassium 
as  an  adjunct  to  the  mercury.  Locally  it  is  well  to  use 
atropine  by  routine  until  the  disease  has  reached  its  height, 
on  the  ground  that  iritis  may  be  present.     SetODs,  in  my 

'experience,  are  seldom  of  use ;  but  in  cases  attended  by 

'Wvere  and  prolonged  photophobia  and  ciliary  congestion 


ie  comea  bos  cleared,  ophthalmoticoplG  signs  of  post  cborolditlg, 

1.,  are  often  found  at  ihe  fundus.     Tba  chomidltia  oCtnn  dales 

ti  further  buck  Ihun  tbe  keraUtla,  but  there  It  little  doabi  (hat  it  tany 

a  accompaniment  o(  tbe  corDeitl  disease.    Cbaptei 
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iridectomy  ia  occaaionally  followed  by  rapid  improvement ; 
thia  operation,  however,  is  seldom  needed  or  justifiable 
unless  there  be  decided  glaucomatoua  symptoms.  When 
all  inflammatory  symptoms  have  subsided,  the  local  use  of 
yellow  oiutment  or  calomel  (F.  24  and  25)  appears  to  aid 
the  absorption  of  the  residual  opacity. 

The  form  of  keratitis  above  described  is  caused  by  in- 
herited syphilis.  In  rare  cases  it  has  been  seen  as  the 
result  of  secondary  acquired  syphilis.  Other  cases  of  dif- 
fuse keratitis  occur  in  which  syphilis  has  no  share  ;  but  they 
are  seldom  symmetrical,  nor  do  they  occur  early  in  life. 
That  diffuse  chronic  keratitis,  affecting  both  eyes  of  chil- 
dren and  adolescents,  is,  when  well  characterized,  almost 
invariably  the  result  of  hereditary  syphilis,  is  proved  by 
abundant  evidence.  A  large  proportion  of  its  subjects 
show  some  of  the  other  signs  of  hereditary  syphilis  in 
the  tfieth,  skin,  ears  (deafueas),  phyaioguomy,  mouth,  or 
bones.  When  the  patients  themselves  show  no  such  signs, 
a  history  of  infautlle  syphilis  in  the  patient  or  in  some 
brothers  and  sisters,  or  of  acquired  syphilis  in  one  or 
other  parent,  may  often  be  obtaiued."  That  this  keratitis 
stands  in  no  causal  relation  to  struma  is  clear,  because  the 
ordinary  signs  of  struma  are  not  found  oftener  in  its  vic- 
tims than  in  other  children,  because  persons  who  are  de- 
cidedly strumous  do  not  suffer  from  this  keratitis  more 
often  than  others,  and  because  the  forms  of  £ 
which  are  universally  recognized  as  "  strumous  "  (ophthal- 
mia tarsi,  phlyctenular  disea^,  and  relapsuig  ulcers  of 
cornea)  very  seldom  accompany  this  diffuse  keratitis.  Illus- 
trations of  the  teeth  in  inherited  syphilis  are  given  in  Fig, 
161,  Chapter  XXIII. 


14  pe 


have  found  otber  personal  evidence  of  Inherited  eyphllle  In  54  per  cr 
J  cSEea  of  interetlllsl  kermltle,  and  evidence  from  the  fjimll^  hlfitory  Id 
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Other  Affectitmg  of  the  Cornea, 
■  The  cornea  is  more  or  less  involved  in  several  diaeaaes  in 
which  the  primary,  or  the  principal,  seat  of  mischief  lies 
in  another  part  of  the  eye.     It  ia  important  for  purposes 
of   diagnosis  to  compare  these  secondary  o. 
affeetiona  with  the  primary  diseases  of  the  c 
descrihed. 

In  iritis  the  lower  half  of  the  cornea  often  becomes 
steamy,  and  more  or  less  hazy.  In  some  cases  a  number 
of  small,  separate,  opaque  dots  are  seen  on  the  posterior 
elastic  lamina  (Descemet's  membrane),  often  so  minute  as 
to  need  magnifying  (pp.  65  and  77).    Theee  dots  are  sharply 


KenilltlB  pUDctata.    (Pram  a  eketch  b;  Dr.  HERBiNSKtM.) 


defined,  the  large  ones  looking  very  like  minute  drops  of 
cold  gravy-fat,  the  smallest  like  grains  of  gray  sand  ;  in  cases 
of  long  standing  they  may  be  either  very  white  or  highly 
pigmented.  They  are  generally  arranged  in  a  triangle, 
with  its  apex  toward  the  centre  and  its  base  at  the  lower 
margin  of  the  cornea,  the  smallest  dots  being  near  the 
centre,  Fig.  53  ;  but  in  some  cases,  sympathetic  ophthal- 
mitis especially,  the  dots  are  scattered  over  the  whole 
cornea.  They  are  of  course  difficult  to  detect  in  propor- 
tion as  the  corneal  tissue  itself  is  hazy. 

The  term  keratitis  punctata  is  used  to  express  this  accu- 
mulation of  dots  on  the  back  of  the  corner ;  and  by  some 
authors  is  allowed  to  include  also  allied  cases  in  which 
small   spots  with    hazy  outlines   are   seen    in  the  cornea 
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proper.  Keratitis  punctata  ib,  almost  without  exception, 
secondary  to  some  demonstrable  disease  of  the  cornea,  iris, 
or  choroid  and  vitreous.  But  a  few  cases  are  seeu,  chiefly 
in  young  adults,  where  the  corneal  dots  form  thepriocipal, 
if  not  the  sole,  visible  change ;  the  number  of  such  cases 
diminishes,  however,  in  proportion  to  the  care  with  which 
other  lesions  are  sought  (p.  169).  Snellen  has  found  micro- 
scopically that  these  dots  on  Descemet's  membrane  consist 
of  colonies  of  bacteria,' 

It  is  now  aud  then  difficult  to  say,  in  a  mixed  case, 
whether  the  iritis  or  keratitis  fcave  been  the  initial  change  ; 
but  when  this  doubt  arises  the  cornea  has  generally  been 
the  starting-point ;  and  with  care  we  are  seldom  at  a  loss 
to  decide  whether  the  case  be  one  of  syphilitic  keratitis 
with  iritis,  of  sclerotitis  with  corneal  mischief  aud  Iritis, 
or  of  primary  iritis  with  secondary  haze  of  the  cornea. 
See  Chaptera  VIII.  and  IX. 

Slight  loss  of  transparency  of  the  cornea  occurs  in  most 
cases  of  glaucoma.  The  earliest  change  is  a  line,  uniform 
steaminess  of  the  epithelium.  In  very  severe,  acute  cases 
the  cornea  becomes  hazy  throughout,  though  not  in  a  high 
d^ree.  The  same  haze  occurs  in  chronic  cases  of  long 
standing  with  great  increa.se  of  tension,  but  the  epithelial 
"steaminess"  often  then  gives  place  to  a  coarser  "pit- 
ting," with  little  depressions  and  elevations  (vesicles),  espe- 
cially on  the  part  which  is  uncovered  by  the  lids. 

Conical  cornea.  In  this  couditiou  the  central  part  of  the 
cornea  very  slowly  bulges  forward,  forming  a  bluntly  con- 
ical curve.  The  focal  length  of  the  affected  part  of  the 
cornea  is  thereby  shortened,  and  the  eye  becomes  myopic 
The  curvature,  however,  is  not  uniform,  and  hence  irregular 
astigmatism  complicates  the  myopia.     Chapter  XX. 

The  disease,  which  is  rare,  occurs  chiefly  in  young  adults. 


k 


>  Ophtb.  Bevue,  ]8M,  p.  35B. 


BISEASES  OF  THE  CORNEA.  149 

eepeci ally  women,  and  U  often  aaaoclated  with  chronic  dys- 
pepsia ;  its  onset  is  sometimes  dated  from  a  severe,  exhaust- 
ing illneaa;  it  appears  to  be  due  to  defective  nutrition  of 
that  part  o(  the  cornea  which  is  furthest  from  the  blood- 
vessels. In  advanced  cases  the  protrusion  of  the  cornea 
is  veryevideut,  whether  viewed  from  the  front  or  from  the 
side,  but  slight  degrees  are  less  easily  distinguished  from 
ordinary  myopic  astigmatism.  In  high  degrees  the  apex 
of  the  coBc,  which  is  situated  rather  below  the  centre  of 
the  cornea,  often  becomes  nebulous.  Tlie  disease  may  pro- 
gress to  a  high  degree,  or  stop  before  great  damage  has 
been  done.  Concave  glasses  alone  are  of  little  use ;  but 
they  are  sonaetimes  useful  in  combination  with  a  screen 
perforated  by  a  narrow  slit  or  small,  central  hole,  which 
allows  the  light  to  pass  only  through  the  centre,  or  through 
some  one  meridian,  of  the  cornea.  In  advanced  cases  an 
operation  must  be  performed,  which,  by  substituting  a  con- 
tracting cicatrix  for  the  corneal  tissue  at  or  near  the  apex 
of  the  cone,  shall  lead  to  a  diminution  of  the  curvature. 
Chapter  XXII. 

In  bnphthalmoa  (hydrophthalmos)  the  corneal  changes 
are  often  very  conspicuous,  although  not  essential.  In  this 
rare  and  very  peculiar  malady  there  is  a  general  and 
slowly  progressive  enlargement  of  cornea,  anterior  part 
of  sclerotic,  and  iris,  together  with  extreme  deepening  of 
the  anterior  chamber  and  slight  increase  of  tension.  The 
cornea  often  becomes  hazy  or  semi-opaque.  The  disease, 
which  may  perhaps  be  looketl  upou  as  a  congenital  or  in- 
fantile form  of  glaucoma,  is  either  present  at  birth  or  comes 
oa  in  early  infancy,  and  usually  causes  blindness.  Opera- 
tive treatment  generally  fails,  but  eserine  is  said  to  be  use- 
ful.    See  Glaucoma, 

A  rare  but  peculiar  form  of  corneal  disease,  generally 
seen  in  elderly  persons,  is  the  Irajisverse  eakareotis  film, 
forming  an  oval  patch  of  light-gray  opacity,  which  runs 
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almost  horizontally  across  the  cornea.  It  lies  beneath  the 
epithelium,  and  consiats  of  minute  crystalline  graniile§, 
chiefly  calcareous. 

ArcuB  senilis  is  caused  by  fatty  degeneration  of  the  cor- 
neal tissue  just  withiu  its  margin.  Fig.  54.  It  first  appears 
beneath  the  upper  lid,  next  beneath  the  lower,  thus  forming 
two  narrow  white  or  yellowish  crescents,  the  horns  of  which 
finally  meet  at  the  sides  of  the  cornea ;  it  always  liegins, 
and  remains  most  intense,  on  a  line  slightly  within  the 
sclero-corneal  junction,  and  the  degeneration  is  most  marked 
in  the  superficial  layers  of  the  cornea,  beneath  the  anterior 
elastic  lamina;  in  other  words,  the  change  is  greatest  at 
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the  part  most  influenced  by  the  marginal  bloodvessels. 
Arcns,  though  seldom  seen  except  in  senile  persons,  la  not 
found  to  interfere  with  the  union  of  a  wouud  carried 
through  it,  though  the  tissue  of  the  arcus  is  often  very 
tough  and  liard. 

Less  regular  forms  of  arcits  are  seen  as  the  result  of 
prolonged  or  relapsing  inflammatious  near  the  corneal 
border,  whether  ulcerative  or  not.  It  is  generally  easy  to 
distinguish  such  an  arcus,  because  the  opacity  Is  denser 
and  more  patchy,  and  its  outlines  less  regular  than  in  the 
primary  form;  when  arcus  is  seen  unusually  early  in  life 
it  is  generally  of  this  inflammatory  kind,  for  simple  arcus 
is  rare  below  forty. 
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CSongenital  opacity  of  the  cornea  sometimes  occura  in 
more  than  oue  generation  or  in  more  than  one  member  of 
a  family ;  one  form  of  congenital  opacity  < 
bles  the  arena  senilis  in  form  and  situation. 

Opacity  of  a  very  characteristic  kind  ia  likely  to  follow 
the  use  of  a  lotion  containing  l/M,d  when  the  surface  of  the 
cornea  is  abraded.  An  insoluble,  densely  opaque,  very 
white  film  of  lead  aalta  ia  precipitated  on,  and  adherea 
very  firmly  to,  the  ulcerated  surface ;  the  apot  is  aharply 
defined,  and  looks  like  whit«  paint.  If  precipitated  on  a 
deep  and  much  infiamed  ulcer,  the  layer  of  ti^ue  to  which 
the  film  adheres  is  often  thrown  off,  but  when  there  is  only 
asufierficial  abrasion  or  ulcer,  the  lead  adherea  very  firmly, 
and  can  only  be  scraped  off  imperfectly.  But  even  in  the 
latter  casea  the  film  is  probably  after  a  time  thrown  off  or 
worn  I'ff,  if  we  may  judge  by  the  fact  that  nearly  all  the 
lead  opacities  which  come  under  notice  are  comparatively 
new.  The  practical  lesson  is  never  to  use  a  lead  lotion  for 
the  eye  when  there  is  any  suspicion  that  the  corneal  aur- 
face  is  broken. 

The  prolonged  use  of  nUrate  of  silver,  whether  in  a  weak 
or  strong  form,  ia  sometimes  followed  by  a  dull,  brownish- 
green,  jiermanent  discoloration  of  the  conjunctiva,  and  even 
the  cornea  may  become  slightly  stained. 


CHAPTER   VIII. 
diseases  of  the  ibis. 

Iritis. 

Inflammation  of  the  iris  may  be  caused  by  certain 
specific  blood  diseases,  especially  syphilis ;  or  may  be  the 
expression  of  a  tendency  to  relapses  of  inflammation  in 
certain  tissues  under  the  influence  largely  of  climate  and 
weather;  it  often  occurs  in  the  course  of  ulcers  and  of 
wounds  and  other  injuries  of  the  cornea ;  also  with  diffuse 
keratitis  and  sclerotitis.  Iritis  also  forms  a  very  impor- 
tant part  of  the  remarkable  and  serious  disease  known  as 
sympathetic  ophthalmitis. 

Acute  iritis,  whatever  its  cause,  is  shown  by  a  change 
in  the  color  of  the  iris,  indistinctness  or  **  muddiness"  of 
its  texture,  diminution  of  its  mobility,  and  the  formation 
of  adliesions  (posterior  synechlce)  between  its  posterior 
(uveal)  surface  and  the  capsule  of  the  lens ;  there  is,  be- 
sides, in  most  cases,  a  dulness  of  the  whole  iris  and  pupil, 
caused  by  muddiness  of  the  acjueous  humor,  and  partly 
also  by  slight  corneal  changes  (p.  147).  The  eyeball  is 
congested  and  the  sight  usually  dimmed.  There  may  or 
may  not  be  pain,  photophobia,  and  lachrymation. 

The  congestion  is  often  almost  confined  to  a  zone,  about 
one-twelfth  or  one-eighth  of  an  inch  wide,  which  surrounds 
the  cornea,  its  color  pink  (not  raw-red),  the  vessels  small, 
radiating,  nearly  straight,  and  lying  beneath  the  conjunc- 
tiva, ciliary  or  clrciinicorneal  congestion,  Fig.  28.  These 
are  the  episcleral  branches  of  the  anterior  ciliary  arteries. 
Fig.  25.  Quite  the  same  congestion  is  seen  in  many  other 
(  152  ) 
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conditionfi,  e.  g.,  corneal  ulceration  (p.  127);  while  on  the 
other  hand,  in  some  cases  of  iritis,  the  BU|)erficial  (conjunc- 
tival) vessels  are  engorged  also,  especially  in  their  anterior 
divisions,  which  are  chiefly  o^hoots  of  the  ciliary  system. 
We,  therefore,  never  diagnose  iritis  from  the  character  of 
the  congeation  alone ;  but  the  disease  Iwing  proved  by  the 
other  symptoms,  the  kind  and  degree  of  congestion  help 
U8  to  judge  of  its  severity. 

The  altered  color  of  the  iris  is  due  to  its  congestion 
and  the  effusion  of  lymph  and  serum  into  its  substance ; 
a  blue  or  gray  iris  becomes  greenish,  a  brown  one  is  but 
little  changed.  The  inflammatory  swelling  of  the  iris 
also  accounts  both  for  the  blurring  (muddiness)  of  its 
beautifully  reticulated  structure,  and  for  the  sluggishnesa 
of  movement  noticed  in  the  early  period.  Lymph  ia  soon 
thrown  out  at  one  or  more  spots  on  its  posterior  surface, 
and  still  further  hampers  its  movements  by  adhering  to 
the  lens-capsule ;  and  most  coses  do  not  come  under  notice 
till  such  synechiffl  have  formed.  The  quantity  of  solid 
exudation,  whether  on  the  hinder  surface  or  into  the 
structure  of  the  iris,  varies  much ;  it  is  usually  greatest 
in  syphilitic  iritis,  when  distinct  nodules  of  pink  or  yel- 
lowish color  are  sometimes  seen  projecting  from  the  front 
surface,  generally  close  to  the  pupil.  In  rare  cases  pus 
thrown  off  by  the  iris  into  the  aqueous  subsides  and  forms 
hypopyon ;  a  corresponding  deposit  of  blood  constitutes 
hyphicma.  Firm  adheaionK  to  the  lens-capsule  may  be 
present  without  much  evidence  of  exudation  into  the 
structure  of  the  iris.  Exudative  changes  are  usually 
most  abundant  at  the  inner  ring  of  the  iris,  where  its 
capillary  vessels  are  far  the  most  numerous.     Fig.  55. 

Apparent  discoloration  of  the  iris  is,  however,  often  due 
entirely  to  suspension  of  blood  corpuscles,  or  inflammatory 
products,  in  the  aqueous  humor;  sometimes  this  altered 
fluid   coagulates  into  a  slightly  turbid,  gelatinous  maiss, 
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which  almost  fills  the  chamber — "  spoDgy  exudation."- 
The  aqueous  sametimea  becomes  yellow  without  losing  J 
transparency. 

The  tension  of  the  eyeball,  usually  unaltered  in  acute  I 
iritis,  may  be  a  little  increased ;  rarely  it  is  considerably  I 
diminished,  and  in  such  caaes  there  are  generally  othecfl 
peculiarities. 


The  coadition  of  the  pupil  alone  is  diagnostic  in  all 
except  very  mild  or  incipient  casea  of  iritis.  It  is  sluggish  i 
or  motionless,  and  not  quite  round  ;  it  is  also  rather  amallw. 
than  its  fellow,  supposing  the  iritis  to  be  one-sided,  becauwi 
the  surface  of  the  iris  is  increased  (and  the  pupil,  there- 
fore, encroached  on)  wheuever  its  vessels  are  distended  (p. 
52).  Atropine  causes  it  to  dilate  between  the  synechite ; 
the  synechife,  being  fixed,  appear  as  augular  projections 
when  the  iris  on  each  side  of  them  has  retracted.  If  there 
be  only  one  adhesion,  it  will  merely  notch  the  pupil  at  one 
spot ;  if  the  adhesions  be  numerous,  the  pupil  will  be  ere- 
nated  or  irregular.     Fig.  56.     H  the  whole  pupillary  ring, 
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or  BtJll  more,  it  the  entire  posterior  surface  of  the  iris 
be  adherent,  scarcely  any  dilatation  will  be  efiected  ;  the 
former  condition  is  called  annular  or  circular  synechia, 
and  ite  result  is  exclusion  of  Vie  pupil;  the  latter  is  known 
as  (ota/  posterior  synechia.  If  the  synechia  be  new  and 
the  lymph  soft,  the  repeated  use  of  atropine  will  break 
them  down,  and  tlie  pupil  will  become  round ;  but  even 
then  some  of  the  uveal  pigment,  which  is  easily  separable 
from  the  posterior  surface  of  the  iris,  often  remains  behind. 


SpoMnf  pLf^ment  nnri 
lymph  at  seat  of  furmer 
mtlc  ndbeslDDs. 

glued  to  the  lens-capsule  by  a  little  lymph.  Fig,  57.  The 
presence  of  one  or  more  such  spots  of  brown  pigment  on 
the  capsule  is  always  conclusive  proof  of  present  or  of  past 
iritis.  The  pupillary  area  itself  in  severe  iritis  is  often  filled 
by  grayish  or  yellowish  lymph,  which  spreads  over  it  from 
the  iris;  if  such  exudation  becomes  organized,  a  dense 
white  membrane  or  a  delicate  film,  often,  however,  pre- 
senting one  or  more  little  clear  holes,  is  formed  over  the 
pupil^ — oceliisio)i  of  the  pupil.  The  iris  may  be  inflamed 
without  any  lymph  being  effused  from  ite  hinder  surface, 
and  then  the  pupil,  though  sluggish,  acting  imperfectly  to 
atropine,  and  never  dilating  widely,  will  present  no  poste- 
rior synechisB  nor  any  adhesion  of  pigment  spots  to  the 
lens,  but  it  will  always  be  discolored  (serous  iritis);  iritis 
of  this  kind  often  occurs  with  ulceration  of  the  cornea, 
and  as  a  complication  of  deeper  inflammations  (j>.  169j, 
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Pain  referred  to  the  eyeball  and  to  the  parts  supplied  by 
the  first,  and  sometimes  by  the  second  division  of  the  fifth 
nerve,  is  common  with  iritis,  especially  in  the  early  period. 
It  is,  however,  a  very  variable  symptom,  and  gives  no  clue 
to  the  amount  of  structural  change,  being  sometimes  quite 
insignificant  when  much  lymph  is  thrown  out.  The  pain 
is  seldom  constant,  but  comes  on  at  intervals,  is  often  worse 
at  night,  and  is  described  as  shooting,  throbbing,  or  aching. 
It  is  commonly  referred  to  the  temple  or  forehead,  as  well 
as  to  the  eyeball ;  sometimes  also  to  the  side  of  the  nose 
and  to  the  upper  teeth.  Photophobia  and  watering  are 
generally  proportionate  to  the  pain. 

The  duration  of  acute  iritis  varies  from  a  few  days,  when 
mild,  to  many  weeks  when  severe.  The  defect  of  sight  is 
proportionate  to  the  haziness  of  the  cornea,  aqueous,  and 
pupillary  space,  but  in  some  cases  is  increased  by  changes 
in  the  vitreous.  Iritis  sometimes  sets  in  very  gradually, 
causing  no  marked  congestion  or  pain,  but  slowly  giving 
rise  to  the  formation  of  tough  adhesions,  and  often  to  the 
growth  of  a  thin  membrane  over  the  pupillary  area;  in 
some  of  these  eases  the  iris  becomes  thickened  and  tough, 
and  its  large  vessels  undergo  much  dilatation,  while  in  others 
keratitis  punctata  occurs.  See  Cyclitis,  p.  169 ;  Diseases 
of  Cornea,  p.  147 ;  and  Sympathetic  Ophthalmitis,  p.  172. 

Permanent  results  of  iritis.  Reference  has  been  made 
to  the  adhesions,  which  are  often  permanent,  and  to  the 
spots  of  uveal  pigment  on  the  lens-capsule,  which  are 
always  so ;  either  condition  tells  a  tale  of  past  iritis,  and 
is  thus  a  valuable  aid  to  diagnosis.  A  blue  iris  which 
has  undergone  severe  inflammation  may  remain  greenish. 
Patches  of  atropliy  may  follow  severe  plastic  exudations 
into  the  iris,  and  are  recognized  by  their  whitish  color  and 
thinness.  Large  patches  of  new  pigment  occasionally  form, 
extending  from  the  pupillary  border  on  to  the  anterior  sur- 
face. 
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When  the  pupil  is  "  excluded  "  or  "  occluded,"  the  re- 
mainder of  the  iria  being  free,  fluid  collects  in  the  poste- 
rior aqueous  chamber,  and  by  bulging  the  iris  forward,  and 
diminishing  (he  depth  of  the  anterior  chamber,  except  at 
its  centre,  gives  the  pupi!  a  funnel-like  appearance ;  if  the 
bulging  be  partial,  or  be  divided  by  bands  of  tough  mem- 
brane, the  iria  looks  cystic.  Secondary  glaucoma  is  likely 
to  follow,  and  the  tension  of  the  globe  should,  therefore,  be 


carefully  noted  whenever  bulging  is  present ;  in  i 
of  these  cases,  however,  we  find  the  eye  soft  and  1 
to  shriuk,  the  sequel,  perhaps,  of  a  glaucomatous  state. 
"  Total  posterior  synechia"  always  shows  a  severe,  though 
often  a  chronic,  iritis ;  it  is  often  accompanied  by  deep- 
seated  disease,  and  followed  by  opacity  of  the  lens,  secon- 
dary cataract,  and  in  some  casea  ultimately  the  lens  becomes 
absorl>ed.  Relapses  of  iritis  are  believed  to  be  induced  by 
the  presence  of  synecbiEe,  even  when  there  is  no  protrusion 
of  the  iris  by  fluid;  but  their  influence  in  this  direction 
has,  I  believe,  been  much  overrated. 

It  must,  however,  be  observed  that  there  ia  Btill  much  differ- 
ence of  opinion  on   the  point  laat  referred   to.     The  iritis  of 
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ajphilis  is  held  by  some  to  be  liable  to  recur,  and  to  be  by  no 
means  limited  to  the  secondary  stage ;  and  we  atill  often  hear 
it  stated  that  iritic  adhesione,  by  prorenting  free  moTument  of 
the  iris,  operate  as  sources  of  irritation,  and  thus  predispose  to 
relapse.  I  have  seldom  succeeded  in  getting  a  history  of  recent 
syphilis  in  cases  of  recurring  iritis,  while  in  a  number  of  cases 
of  old  iritis,  with  the  history  that  the  attack  occurred  during 
secondary  syphilis  years  before,  I  have  scarcely  found  one  with 
well-marked  history  of  relapses.  On  the  other  hand,  I  have 
several  times  seen  severe  relapses  in  rheumatic  casea  after  iri- 
dectomy had  been  performed  as  a  preventive.  All  the  evidence 
seems  to  me  to  favor  the  view  that  recurrences  of  iritis  depend, 
as  a  rule,  upon  the  constitutional  cause  of  the  disease. 

The  following  are  the  most  important  points  as  to  the 
causes  of  iritis  and  the  chief  clinical  differences  between 
the  several  forma. 

Constitution  A  I,  Causes.  Syphilig.  The  iritis  is  acute ; 
it  shows  a  great  tendency  to  effusion  of  lymph  aud  forma- 


tion of  vascular  nodules  (plastic  iritis),  moat  commonly 
situated  at  the  pupillary  border  of  the  iris  {see  Fig.  59); 
and  the  nodules,  when  very  large,  may  even  suppurate — 
it  is  symmetrical  in  a  lai^e  proportion,  probably  at  least 
two-thirds,  of  the  eases.  But  asymmetry  and  absence  of 
lymph-nodules  are  common.     It  occurs  almost  entirely  m 
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secondary  syphilis,  either  acquired  or  inherited,  and  seldom 
relapECB.  Cases  of  iritis,  associated  generally  \vith  cyclitis 
a^nd  dots  qd  the  back  of  the  cornea,  also  occasionally  appear 
many  years  after  syphilitic  infection.  Its  significance  is 
thus  entirely  different  from  that  of  the  iritis  which  often 
complicates  syphilitic  keratitis  (p.  141). 

Rheumatism,  is  the  cause  of  most  cases  of  relapsing  un- 
symmetrical  iritis.  The  most  common  forms  of  rheuma- 
tism which  are  followed  by  iritis  are  the  chronic  muscular 
and  tendmous,  and  the  gonorrboeal  varieties :  iritis  does 
not  occur  as  a  sequel  of  acute  rheumatic  fever.  See  Chap- 
ter XSni,     There  is  but  little  tendency  to  effusion  of 
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lymph,  and  nodules  are  never  formed,  but  there  is  occasion- 
ally fluid  hypopyon  (pp.  1S3  and  153) ;  the  congestion  and 
(lain  are  often  more  severe  than  in  syphilitic  iritis.  An 
attack  is  usually  unsymmetrical,  though  both  eyes  com- 
monly suffer  by  turns.  It  relapses  at  intervals  of  months 
or  years.  Even  repeated  attacks  sometimes  result  in  but 
little  damage  to  sight. 

Gold  is  apparently  a  cause  in  some  cases  of  both  acute 
and  insidious  chronic  iritis.  It  is  perhaps  doubtful  whether 
the  gout  or  the  chronic  rheumatism  from  which  the  same 
patients  sometimes  suffer  is  the  cause  of  the  Iritis.     In  its 
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tendency  to  relapse,  and  to  affect  only  one  eye  at  a  time,  ■ 
gouty  resembles  rheumatic  iritiB.  The  children  ot  gouty  j 
parents  are  occasionally  liable  to  a  very  insidious  and  da-  I 
atructive  form  of  chronic  iritis,  with  disease  of  the  vitreou%  I 
keratitis  punctata,  and  glaucoma.     Chapter  XXIII. 

Ohionlc  iritia  {pladic  iHdoehoroidiiii).  In  a  few  cf 
symmetrical  iritis,  of  a,  chronic,  progressive,  and  destructive 
character,  is  complicated  with  choroiditis,  disease  of  vitre- 
ous, and  secondary  cataract.  These  cases,  for  which  it  la 
at  present  impossible  to  assign  any  cause,  either  general  or 
local,  are  chiefly  seen  in  adulla  below  middle  life. 

Tuberculosis  of  the  iris  occurs  in  the  young  either  in  the 
form  of  miliary  deposits  or  aa  a  single  nodular  growth ; 
owing  to  the  deep  position  of  the  iris,  such  deposits  are 
secondary  to  tuberculosis  in  some  other  part  of  the  body. 

Sympathetic  Iritis.     See  Sympathetic  Ophthalmitis. 

Local  Cadbes.  Injuries.  Perforating  wounds  of  the 
eyeball,  particularly  if  irregular,  contused,  and  compli- 
cated with  wound  of  the  lens,  are  often  followed  by  iritis, 
and  more  often  if  the  patient  be  old  than  young.  If  the 
corneal  wound  suppurate,  or  become  much  infiltrated,  the 
iritis  is  likely  to  be  suppurative,  and  the  inflauimation  to 
spread  to  the  ciliary  processes  and  cause  destructive  pan- 
ophthalmitis. Iritia  may  follow  a.  wound  of  the  lens-capaule 
without  wound  of  the  iris,  and  with  only  a  mere  puncture 
of  the  cornea.  Examples  of  traumatic  iritis  from  these 
several  causes  are  seen  after  the  various  operations  for  cat- 
aract. The  iritis  following  extraction  of  senile  cataract  is 
often  prolonged,  attended  by  chemosis,  much  congestion, 
and  the  formation  of  tough  membrane  behind  the  iris.  See 
Cataract.  Iritis  may  also  follow  superiicial  wounds  and 
abrasions  of  the  cornea,  or  direct  blows  on  the  eye  ;  but  it 
is  of  great  importance,  whenever  the  question  of  injury 
comes  in,  to  ascertain  whether  or  not  there  has  been  a  per- 
forating wound.     Iritis  often  accompanies  ulcers  and  other 
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inflammatious  of  the  coraea,  especially  when  deep  or  com- 
plicateil  with  hypopyon,  or  occurring  in  elderly  persons. 
Iritis  may  accomi>any  deep-seated  disease  of  the  eye. 

Treatment.  I.  In  every  case  where  iritis  is  present 
atropine  is  to  be  used  often  and  continuously,  in  order  to 
bt«ak  down  adhesions  already  formed,  and  to  allow  any 
lymph  subsequently  effused  to  be  deposited  outside  the 
ordinary  area  of  the  pupil.  A  strong  solution  (four  grains 
of  sulphate  of  atropine  to  one  ounce  of  distilled  water)  or 
an  ointment  (see  Appendix)  is  to  be  placed  in  the  conjunc- 
tival sac  every  hour  in  the  early  period.  Even  if  the  ayn- 
echiie  are,  when  first  seen,  already  so  tough  that  the  atropine 
has  no  effect  on  them,  it  may  prevent  the  formation  of  new 
ones  on  the  same  circle.  Atropine  also  greatly  relieves  pain 
in  iritis,  and  lessens  the  congestion,  and  through  these 
means  it  no  doubt  helps  materially  to  arrest  exudation. 
Mild  acute  iritis  may  sometimes  be  cured  by  atropine  alone. 

2.  If  there  be  severe  pain  with  much  congestion,  three  or 
four  leeches  should  be  applied  to  the  temple,  to  the  malar 
eminence,  or  to  the  side  of  the  nose.  They  may  be  repeated 
daily,  in  the  same  or  smaller  numbers,  with  advantage  for 
several  days,  if  necessary ;  or  after  one  leeching,  repeated 
blistering  may  be  substituted.  Some  surgeons  use  opiates 
instead  of,  or  in  addition  to,  leeches.  Leeches  occasionally 
increase  the  pain.  Severe  pain  in  iritis  can  nearly  always 
be  quickly  relieved  by  artificial  heat,  either  fomentations  or 
dry  heat,  as  hot  as  can  be  borne,  to  the  eyelids.  To  apply 
dry  heat,  take  a  piece  of  cotton-wool  the  size  of  two  fists, 
hold  it  to  the  fire,  or  against  a  tin-pot  full  of  boiling  water, 
till  quite  hot,  and  apply  it  to  the  lids ;  have  another  piece 
ready,  and  change  as  soon  as  the  first  gets  cool ;  continue 
this  for  twenty  minutes  or  more,  and  repeat  it  several  times 
a  day.'     Paracentesis  of  the  ajiterior  chamber  should  be 
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resorted  to  iu  severe  iritis  if  the  aqueous  humor  remain 
very  turbid  after  a  few  dajs  of  other  treatment ;  it  may 
be  repeated  every  day  or  two  unless  there  is  marked  im- 
provement. 

3.  Rest  of  the  eyes  ia  very  important.  Many  an  attack 
is  leugtheued  out,  aud  many  a  relapse  after  partial  cure  is 
brought  on,  by  the  patient  continuing  at,  or  returning  too 
soon  to,  work.  It  is  not  in  most  cases  necessary  to  remain 
in  a  perfectly  dark  room ;  to  wear  a  shade  in  the  room  with 
the  blinds  down  is  generally  enough,  provided  that  no 
attempt  be  made  to  use  the  eyes.  Work  should  not  be 
resumed  till  at  least  a  week  after  all  congestion  has  gone  off. 

4.  Cold  draughts  of  air  on  the  eye  and  all  causes  of 
"  catching  cold  "  are  to  he  very  carefully  avoided  by  keep- 
ing tlie  eye  warmly  tied  up  with  a  large  pad  of  cotton-wool. 

5.  The  cause  of  the  disease  is  to  be  treated,  and  into  this 
careful  inquiry  should  always  be  made.  If  the  iritis  be 
sypliilitic,  treatment  for  secondary  syphilis  is  proper,  mer- 
cury being  given  just  short  of  salivation  for  several  months, 
even  though  all  the  active  eye  symptoms  quickly  pass  off. 
The  rheumatic  and  gouty  varieties  are  less  definitely  under 
the  inlluence  of  internal  remedies;  iodide  of  potassium, 
alkalies,  colchicum,  salicylate  of  soda,  and  turpentine,  each 
have  their  advocates ;  when  the  pain  is  severe  tincture  of 
aconite  is  sometimes  markedly  useful ;  mercury  is  seldom 
needed,  but  in  protracted  and  severe  cases  it  may  be  given 
with  advantage.  It  is  sometimes  advisable  to  combine 
quinine  or  iron  with  the  mercury  in  syphilis,  or  to  give 
them  in  addition  to  other  remedies  in  rheumatic  cases. 

6.  As  a  rule,  uo  stimulants  are  to  be  allowed,  and  the 
bowels  should  be  kept  well  open. 

7.  Iridectomy  is  needed  for  cases  of  severe  iritis,  even 
when  there  ia  no  increase  of  tension,  if  judicious  local  and 
internal  treatment  have  been  carefully  tried  for  some  weeks 
without  marked  relief  to  the  symptoms.     It  is  chiefly  in 
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'  cases  of  constitutional  origin,  either  syphilitic  or  rheumatic, 
and  in  the  Iritis  accompanying  ulcere  of  the  cornea,  that 
iridectomy  is  useful ;  it  is  not  admissible  in  sympathetic 
iritis,  Dor  in  iritis  after  cataract  extraction.  Iridectomy 
has  been  largely  employed  to  prevent  relapses  of  iritis,  but 
the  operation  has  much  less  effect  in  this  way  than  has  often 
been  supposed ;  it  should  not,  therefore,  be  employed  until 
the  other  means  of  cure  have  been  fairly  tried.  It  must 
be  borne  in  mind  that  unless  iridectomy  is  necessary,  it  is 
injurious,  by  producing  an  enlarged  and  irregular  pupil 
through  which,  for  optical  reasons  (p.  30),  the  patient  will 
often  not  see  so  well  as  through  the  natural  puj)!!,  even 
though  this  be  partially  obstructed.  In  regard  to  all 
methods  of  local  treatment  we  must  bear  in  mind  that 
acute  iritis  occurs  in  all  degrees  of  severity,  and  that  the 
mildest  cases  often  need  only  atropine  and  rest. 

Traumatic  iritiB,  in  the  earliest  stage,  is  best  combated 
by  atropine,  continuous  cold  obtained  by  laying  upon  the 
closed  eyelids  pieces  of  lint  dipped  in  iced  water  and 
changed  every  few  minutes,  and  by  leeches.  Cold  ia  not 
to  be  med  in  any  other  form  of  iritis,  and  is  useless  even  for 
traumatic  cases  after  the  first  day  or  so  ;  later,  warmth  is 
more  appropriate. 

Ooogenital  irideiemia  (absence  of  iris)  is  occasionally 
seen,  and  is  often  associated  with  other  defects  of  the  eye, 
especially  opacities  in  the  lens. 

Ooloboma  of  the  iris  (congenital  developmental  cleft  in 
the  iris)  gives  the  effect  of  a  very  regularly  made  iridec- 
tomy. It  is  always  downward  or  slightly  down-in,  and  is 
often,  but  not  always,  symmetrical.  It  occurs  in  different 
degrees,  and  sometimes  a  mere  line  or  seam  in  the  iris  indi- 
cates the  slightest  form  of  the  defect.  It  often  occurs  with- 
out coloboma  of  the  choroid. 

Pupillary  &nd  capaulo-pupillary  membranes.  In  early 
tiBtaX  life  the  capsule  of  the  lens  is  vascular,  supplied  with 
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blood  by  the  hyaloid  artery ;  when  the  iris  grows  in  from 
the  anterior  part  of  the  choroid,  and  comes  in  contact  with 
the  capsule,  its  vessels  anastomose  with  those  of  the  capsule, 
and  the  membrane  so  formed  fills  the  pupil.  Normally 
this  membrane  disappears  entirely  with  the  vessels  of  the 
lens-capsule;  sometimes  the  part  attached  to  the  capsule 
only  disappears,  leaving  behind  the  anterior  part  of  the 
structure,  which  is  known  as  the  pupillary  membrane.  In 
this,  bands  of  tissue,  resembling  that  of  the  iris,  run  from 
one  part  of  the  anterior  surface  of  the  iris  to  another, 
springing  from  near  the  pupillary  edge.  Sometimes  the 
whole  thickness  of  the  membrane  remains,  in  which  case 
bands  of  tissue  pass  from  the  anterior  surface  of  the  iris  to 
the  capsule ;  this  forms  the  capsulo-pupillary  membrane. 
Some  of  the  latter  cases  have  probably  been  described  as 
the  remains  of  intra-uterine  iritis. 


DIBBASES  OP   THE    OILtART   REGION. 


Thi8  chapter  is  intended  to  include  cases  in  wliich  tiie 
ciliary  body  itaelf,  or  the  correspondiog  part  of  the  scle- 
rotic, or  the  episcleral  tiaaue,  is  the  sole  seat,  or  at  least  the 
headquarters,  of  disease.  From  the  abundance  of  vessels 
and  nerves  in  the  ciliary  body,  and  the  importance  of  ite 
nutritive  relations  to  the  surrounding  parts  we  find  that 
many  of  the  morbid  processes  of  the  ciliary  region  show  a 
strong  tendeacy  to  spread,  according  to  their  precise  posi- 
tion and  depth,  to  the  cornea,  iris,  or  vitreous,  and  by  influ- 
eucing  the  nutrition  of  the  leus  to  cause  secondary  cataract. 
Although  alike  on  pathological  and  clinical  grounds  it  is 
neceasai^  to  subdivide  the  class  into  groups,  we  may  observe 
that  the  various  diseases  of  this  part  show  a  general  agree- 
ment in  some  of  their  more  important  characters ;  thus  all 
of  them  are  protracted  and  liable  to  relapse,  and  in  all 
there  is  a  marked  tendency  to  patchiness,  the  morbid  pro- 
cess being  most  intense  in  certain  spots  of  the  ciliary  zone, 
or  even  occurring  in  quite  discrete  areas.  It  is  convenient 
to  make  three  principal  clinical  groups,  the  differences 
between  which  are  accounted  for  to  a  great  extent  by  the 
depth  of  the  tissue  chiefly  implicated.  The  most  superficial 
may  be  taken  iirst. 

1,  Episcleritia,  more  correctly  scleritis,  is  the  name  given 
to  one  or  more  large  patches  of  congestion  in  the  ciliary 
region,  with  some  elevation  of  the  conjunctiva  from  thick- 
ening of  the  subjacent  tissues.  The  congestion  generally 
affects  the  conjunctival  as  well  as  the  deeper  vessels,  and 
(165) 
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the  yellowish  color  of  the  exudation  tones  the  bright  blood- 
red  down  to  a  more  or  less  rusty  tinge,  which  is  especially 
striking  at  the  central,  thickest  part  of  the  patch.  The 
thickening  seldom  causes  more  than  a  low,  widely  spread 
mound  of  Ewetling. 

Episcleritis  is  a  rather  rare  disea^.  It  occurs  chiefly  on 
the  exposed  parts  of  the  ciliary  region,  and  eapeciaUy  near 
the  outer  cantbus ;  but  the  patches  raay  occur  at  any  part 
of  the  circle,  and  exceptionally  the  inflammation  is  diffused 
over  a  much  wider  area  than  the  ciliary  zone,  extending  far 
back  out  of  view.  The  iris  ia  often  a  little  discolored  and 
the  pupil  sluggish,  but  actual  iritis  ia  the  exception.  There 
is  often  much  aching  pain.  The  disease  is  subacute,  reach- 
ing its  acme  in  not  less  than  two  or  tliree  weeks,  and  requir- 
ing a  much  longer  time  before  absorption  is  complete. 
Fresh  patches  are  apt  to  spring  up  while  old  ones  are  de- 
clining, and  so  the  disease  may  last  for  months ;  indeed, 
relapses  at  intervals,  and  in  fresh  spots,  are  the  rule.  It 
usually  affects  only  one  eye  at  a  time,  but  both  often  suffer 
sooner  or  later.  After  the  active  changes  have  disappeared, 
a  patch  of  the  underlying  sclerotic,  of  rather  smaller  size, 
is  generally  seen  to  be  dusky  as  if  stained  ;  it  is  doubtful 
whether  such  patches  represent  thinning  of  the  sclerotic 
from  atrophy,  or  only  staining ;  it  is  but  seldom  that  they 
show  any  tendency  to  bulge  as  if  tliinned.  In  rare  cases 
the  exudation  is  much  mure  abundant,  and  a  large  swelling 
is  formed,  which  may  even  contain  pus ;  such  cases  pass  by 
gradations  into  conjimctival  phylctenulee,  and  are  generally 
seen  in  children. 

Episcleritis  ia  seldom  seen  except  in  adults,  and  is  more 
common  in  men  than  women.  Inquiry  often  shows  that  the 
sufferer  is,  either  from  occupation  or  temperament,  particu- 
larly liable  to  be  affected  by  exposure  to  cold  or  by  changes 
of  temperature.  Some  of  tlie  patients  are  rheumatic,  some 
gouty.    Similar  patches,  but  of  a  brownish,  rather  traiulu- 
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cent  appearance,  are  occasionally  caused  by  tertiary  syph- 
ilis, acquired  or  inherited— jfumraafeiiM  sclerith. 

In  the  treatmeat,  protection  by  a  warm  bandage,  rest, 
the  yellow  ointment  (F.  25),  the  use  of  repeated  blisters, 
and  local  stimulation  of  the  swelling  are  generally  the  most 
efficacious.  Atropine  is  very  useful  in  allaying  pain.  In- 
ternal remedies  seldom  seem  to  exert  much  influence  except 
in  syphilitic  cases.  Salicylate  of  soda  has  been  highly 
spoken  of  by  some.  Systematic  kneading  of  the  eye 
through  the  closed  lids ("  massage"),  and  scraping  away 
the  exudation  with  a  sharp  spoon,  after  turning  back  the 
conjunctiva,  have  also  been  recommended,  and  are  worth 

2.  Sclero-keratitls  and  Bclero-iritis  ("  scrofulous  sclero- 
titis," "  anterior  choroiilitis ").  A  more  deeply-seated, 
very  persistent  or  relapsing,  subacute  inflammation,  char- 
acterized by  congestion,  of  a  -violet  tint,  deep  scleral  con- 
gestion, p.  55,  abruptly  limited  to  the  ciliary  zone,  and 
affecting  some  parts  of  tiie  aone  more  than  others — ^ten- 
dency to  patchiness.  Early  in  the  case  there  is  a  slight 
d^ree  of  bulging  of  the  affected  part,  due  partly  to  thick- 
ening ;  while  patches  of  cloudy  opacity,  which  may  or  may 
not  ulcerate,  appear  in  the  cornea  close  to,  and  often  con- 
tinuous with,  its  margin  ;  iritis  generally  occurs  later;  pain 
and  photophobia  are  often  severe.  After  a  varying  interval, 
always  weeks,  more  often  months,  the  symptoms  recede  ;  at 
the  focus  of  greatest  congestion,  or  it  may  be  around  the 
entire  zone,  the  sclerotic  is  left  of  a  dusky  color,  sometimes 
interspersed  with  tittle  yellowish  patches,  and  permanent 
haziness  of  the  most  affected  parts  of  the  cornea  remains. 
The  disease  is  almost  certain  to  relapse  sooner  or  later ;  or 
a  succession  of  fresh  inflammatory  foci  follow  each  other 
without  any  intervals  of  real  recovery,  the  whole  process 
extending  over  months  or  years.  After  each  attack  more 
haze  of  cornea  and   fresh  iritic  adhesions  are  left.     Tlie 
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sclerotic,  in  bad  cases  of  some  years'  standing,  is  much 
stained,  and  may  become  bulged  (ciliary  or  anterior  staphy- 
loma), and  the  cornea  becomes  more  opaque  and  altered  in 
curve ;  the  eye  is  then  useless,  though  but  seldom  liable  to 
further  active  symptoms. 

The  characteristic  appearance  of  an  eye  which  has  been 
moderately  affected,  is  the  dusky  color  of  the  sclerotic, 
and  the  irregular,  patchy  opacities  in  the  cornea,  Fig.  61, 
which  are  often  continuous  with  the  sclerotic.  The  disease 
does  not  occur  in  children,  nor  does  it  begin  late  in  life ; 
most  of  the  patients  are  young  or  middle-aged  adults,  and 
unlike  the  former  variety,  most  are  women.    It  is  not  asao- 
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ciated  with  any  special  diathesis  or  dyscrasia,  but  generally 
goes  along  with  a  feeble  circulation  and  liability  to  "  catch 
cold ;"  in  some  cases  there  is  a  definite  family  history  of 
scrofula  or  of  phthisis.  Predisiwsed  persona  are  more  likely 
to  suffer  in  cold  weather,  or  after  change  to  a  colder  or 
damper  climate,  or  after  any  cause  of  exhaustion,  such  as 
suckling. 

Treatment  is  at  best  but  palliative.  Ijocal  stimulation 
by  yellow  ointment  or  calomel  is  very  useful  in  some  cases, 
particularly  in  those  which  verge  toward  the  phlyctenular 
type.  In  the  early  stages,  especially  when  the  congestion 
is  very  violent  and  altogether  subconjunctival,  atropine 
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often  givea  relief,  and  it  ia,  of  course,  useful  for  the  iritis. 
Repeated  blistering  ia  also  to  be  tried,  though  not  all  cases 
are  benefited  by  it.  I  have  not  seen  much  benefit  from 
setons.  Warm,  dry  applications  to  the  lids  are,  as  a  rule, 
better  than  cold.  Mercury,  in.  small  and  long-continued 
doses,  ia  certainly  valuable  when  the  patient  is  not  anEeniic 
and  feeble,  but  it  is  to  be  combined  with  cod-liver  oil  and 
iron.  Protection  from  cold  and  bright  light  by  "  goggles  " 
is  a  very  important  meaaure,  both  during  the  attacks  and 
in  the  intervals  between  them.  There  is  no  rule  as  to  sym- 
metry ;  both  eyes  often  suffer  sooner  or  lat^r,  but  Borao- 
times  one  escapes  while  the  other  is  attacked  repeatedly. 
Transition  forms  occur  between  this  disease  and  episcleritis. 
3.  Crclitis  Tith  disease  of  vitreons  and  keratitiB  punctata 
('■  serous  cyclitis,"  chronic  serous  iridochoroiditia,  "  serous 
iritis").  A  small  but  important  series  of  cases,  in  which 
there  is  congestion,  as  in  mild  iritis,  and  dnlneas  of  sight, 
but  usually  no  pain  or  photophobia.  It  has  been  found  by 
Treacher  Collins  that  the  ciliary  body  in  addition  to  its 
other  functions  performs  the  part  of  a  secreting  gland  con- 
cerned in  the  nutrition  of  the  vitreous  body  and  in  the 
elaboration  of  the  aijueous  fluid.  When  this  gland  ia  dis- 
eased it  gives  rise  to  exudation  into  the  vitreous,  and  to  a 
turbidity  of  the  aqueous  from  which  are  deposited  the  dots 
on  the  cornea  which  are  commonly  known  as  keratitis  puae- 
tula.  Flocculi  are  found  in  the  anterior  part  of  the  vitre- 
ous, or  numerous  small  dots  of  deposit  are  seen  on  the 
posterior  surface  of  the  cornea,  keratitis  punctata.  Fig. 
i>4 ;  the  anterior  chamber  is  often  too  deep,  and  insidious 
iritis  often  follows.  Patches  of  recent  choroiditis.  Chapter 
XII.,  are  sometimes  to  be  seen  at  the  fundus.  In  bail  cases 
buff-colored  masses  of  deposit  form  in  the  lower  part  of  the 
angle  between  iris  and  cornea  ;  or  distinct  nodules  may  be 
present  on  the  iris  near  its  periphery,  but  not,  as  in  syph- 
ilitic iritis,  at  the  pupillary  border,  Fig.  60.     Persistence, 
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variability,  ami  liability  to  relapse  are  almost  aa  marked 
here  aa  in  other  members  of  the  cyclitie  group.  The  ten- 
sion is  often  slightly  augmented  at  the  beginning,  but 
usually  becomes  normal  again.  Sometimes,  however,  the 
eye  passes  into  a  permanent  state  of  chronic  glaucoma, 
probably  from  blocking  of  the  ligameiitum  pectiuatum 
with  eella  (see  Glaucoma) ;  but  usually  the  final  condition 
in  bad  cases  depends  on  the  extent  of  the  iritic  adhesions, 
for  when  the  synechiiB  are  numerous  and  tough,  and  the 
iris  is  much  altered  in  structure,  or  the  pupil  blocked  by 
exudation,  secondary  glaucoma  is  likely  to  arise  from  im- 
prisonment of  fluid  behind  the  iris,  Fig.  58.  When  seen 
quite  early  the  diagnosis  will  probably  be  "  serous  iritis," 
or  "  ciliary  congestion,"  unless  the  eye  be  carefully  exam- 
ined ;  for  the  pupil  is  generally  free  in  all  parts,  or  shows, 
at  most,  one  or  two  adhesions  after  atropine  has  been  used. 
In  a  few  cases  the  punctate  deposits  on  the  back  of  the 
cornea  constitute  almost  the  only  objective  change,  but 
these  are  rare.  The  refraction  sometimes  beomes  tempo- 
rarily myopic  in  serous  cyclitis. 

The  cases  occur  in  adolescents  or  young  adults,  and  the 
disease  is  often  sooner  or  later  symmetrical.  Many  mild 
cases  recover  perfectly,  and  in  most  others  the  final  result 
is  satisfactory.  In  respect  to  cause,  there  is  strong  reason 
to  believe  that  many  of  these  cases  are  the  result  of  gout  in 
a  previous  generation,  the  patient  himself  never  having 
had  the  disease  (Hutchinson.)  The  disease  seems  often  to 
be  excited  in  predisposed  persons  by  prolonge^l  overwork 
or  anxiety,  combined  with  underfeeding  or  defective  assim- 
ilation ;  the  patients  often  describe  themwlvea  as  delicate ; 
some  are  phthisical.  On  the  other  hand,  in  some  of  the 
worst  cases,  leading  to  secondary  cataract,  and  ultimately 
to  shrinking  of  the  eyes  (p.  160),  the  patient  appears  to  be 
from  first  to  last,  in  good  health,  and  free  from  any  ascer- 
tainable morbid  diathesis. 


DISEASES  OF  TEE  CILIARY  REGION.  171 

Treatment.  In  the  treatment  prolonged  rest  of  the 
eyes  ia  important.  Atropine  h  usually  necessary,  but  if 
there  be  increase  of  tension  its  effect  must  be  carefully 
watched,  and  in  cases  where  there  are  no  iritic  adhesions, 
eserine  may  have  to  be  substituted.  If  the  increase  of 
tendon  keeps  up,  and  seems  to  be  damaging  the  sight, 
iridectomy  ia  necessary.  Small  doses  of  iodide  of  potas- 
sium and  mercury  appear  to  1m  useful  in  the  earlier  stages, 
given  with  proper  precautions,  and  accompanied  by  iron 
and  cod-liver  oil.  Change  of  climate  would  probably  often 
by  very  beneficial.  In  the  worst  cases,  wliere  the  changes 
are  like  those  resulting  from  sympathetic  ophthalmitis,  no 
treatment  seems  to  have  any  eGect. 

Cases  of  acute  inflammation  are  occasionally  seen  in 
which  most  of  the  symptoms  resemble  those  of  acute  iritis, 
but  with  the  iris  so  little  affected  ttiat  it  is  evidently  not 
the  headquarters  of  the  morbid  action.  The  tension  may 
be  much  reduced,  while  repeated  and  rapid  variations, 
both  io  sight  and  objective  symptoms,  occur.  Again,  some 
cases  of  syphilitic  inflammation,  which  are  classed  as  syph- 
ilitic "  iritis,"  might  be  more  correctly  called  "  cyclitis." 
In  some  cases  of  heredi to-syphilitic  keratitis  there  is  much 
cyclitic  complication  (p.  144),  and  this  is  always  difficult 
to  treat. 

Plastic  inflammation  of  the  ciliary  body,  following  injury, 
IrauviatieirUU  or  iridocyclitis,  ia  the  usual  starting-point  of 
the  changes  which  set  up  sympathetic  inflammation  of  the 
fellow-eye ;  the  tension  is  often  lowered,  and  the  symptoms 
are  subacute.  The  onset  of  purulent  traumatic  cyclitis  (  pan- 
i^hthabnitis')  is  signalized  by  congestion,  pain,  chemosis  and 
swelling  of  lids,  and  the  appearance  of  opacity  at  the 
wound.  The  inflammation  quickly  spreads  to  the  iris, 
ciliary  body,  and  vitreous ;  and  tlien  to  the  capsule  of 
Tenon  and  the  muscles,  so  that  the  eye  becomes  glued  to 
the  surrounding  parts  and  fixed.     If   the  lens  be  trans- 
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parent  a  yellow  or  greeniah.  reflection  is,  after  a  few  days, 
sometimes  seen  behind  it,  indicating  the  presence  of  pua 
in  the  vitreous  humor ;  but  usually  the  cornea  and  aqneona 
are  too  turbid,  even  should  the  lena  be  clear,  to  allow  deep 
inapectiou.  Suppurative  panophthalmitis  occasionally  sets 
in  acutely  and  without  apparent  cause  in  eyea  which  have 
long  been  blind  from  corneal  diaeaae  or  from  glaucoma.  It 
may  also  occur  in  pyemia,  Chapter  XXIIT.  See  also 
Paeudo-glioma. 
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Sympathetic  Ikeitatiojj  and  Sympathetic 
Ophthalmitis. 

Certain  morbid  changes  in  one  eye  may  set  up  either 
functional  disturbance  or  destructive  inflammation  in  its 
fellow.  The  term  sympathetic  irrUatioH  is  given  to  the 
former,  and  mjmpatketic  opMkalmitis,  or  opMhalmia,  to  the 
latter.  Though  these  conditions  may  be  combined,  they 
more  often  occur  separately,  and  it  is  very  important  to 
distinguish  between  them. 

Although  at  pre^nt  the  exact  nature  of  the  changes 
which  precede  sympathetic  inflammation  is  unknown, 
and  their  path  has  not  been  fully  traced  out,  we  are 
sure  (1)  that  the  changes  start  from  the  region  most 
richly  supplied  with  vesaela  and  nerves,  viz.,  the  ciliary 
body  and  iris ;  (2)  that  the  first  changes  recognized  by  the 
surgeon  in  the  xympatkhing  eye  are  generally  in  the  same 
structures  ;  (.5)  that  the  exciting  eye  has  nearly  always  been 
wounded,  and  in  its  anterior  part,  and  that  plastic  inflam- 
mation of  its  uveal  tract  ia  always  present ;  (4)  that  inflam- 
matory changes  have  in  some  cases  been  found  in  the  ciliary 
nerves,  and  in  the  coverings  of  the  optic  nerve,  of  the 
exciting  eye. 

Within  the  last  few  years  the  hypothesis  of  transmission 
along  the  ciliary  nerves,  which  had  many  adherents,  has 
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been  almost  given  up  in  favor  of  tlie  theory  of  infection. 
Deutschmanu  has  shown  (1882-84)  that  the  introduction 
of  certain  septic  organisms  into  the  interior  of  the  eyeball, 
in  rabbits,  is  followed  by  aeute  inflammatory  changes  in  the 
other  eye;  and  Gifford  (1886),  and  others  more  recently, 
have  obtained  results  which  te.nd  to  confirm  the  infection 
theory.  Most  of  Deutschmann's  subjects  died  in  a  few 
(lays,  and  though  in  many  of  them  the  ocular  changes  were 
those  of  inflammation  traceable  along  the  optic  nerve- 
eheaths  of  the  "exciting"  eye,  by  way  of  the  chiasma, 
and  down  the  optic  nerve  to  the  optic  disk  of  the  "  sym- 
pathizer," jtill  in  one  or  two  the  morbid  process  hail  spread 
to  the  vitreous  and  uveal  coat.  Berlin'  had  previously  sug- 
gested that  the  second  eye  was  infected  by  a  special  organ- 
ism which  could  flourish  only  in  the  eye-tisanes,  ant)  which 
was  carried  by  the  blood  from  the  first  eye ;  and  Hutchin- 
son' afterward  independently  propounded  a  nearly  identical 
view.  Though  there  are  diiGcuities  to  be  esplaiued  and 
gaps  to  be  filled  in  our  knowledge  before  the  infection 
theory  in  any  form  can  be  accepted,  yet  at  the  present  time 
it  claims  more  and  stronger  adherents  than  any  other ;  and 
the  dIflicultiGs  are  perhaps  not  greater  than  for  any  other 
theory. 

In  almost  every  case  sympathetic  inflammation  is  set  up 
by  a  perforating  wound,  either  accidental  or  operative,  in 
the  ciliary  region  of  the  other  eye — i.  e.,  within  a  zone, 
nearly  a  (quarter  of  an  inch  wide,  surrounding  the  cornea. 
The  risk  attending  a  wound  in  this  "  dangerous  zone"  is 
increased  if  it  be  lacerated,  or  heal  slowly,  or  if  the  iris  or 
ciliary  body  be  engaged  between  the  lips  of  tlie  sclerotic, 
or  if  the  eye  contain  a  foreign  body  ;  under  all  conditions, 
indeed,  which  make  the  occurrence  of  plastic  or  purulent 
iridocyclitis  probable.    Sympathetic  inflammation  may  also 
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be  set  up  by  a  foreign  body  lodged  in  the  eye,  wliether  the 
wouud  be  in  t!ie  ciliary  region  or  not ;  by  an  eye  <jontaiu- 
ing  a  tumor,  perhaps  even  if  the  eye  baa  not  been  perfor- 
ated by  operation  or  ulceration  ;  by  a  purely  corneal  wound, 
or  a,  perforating  ulcer,  if  complicated  by  adhesion  of  the 
iris,  with  dragging  on  the  ciliary  body. 

Symptoms  in  the  exciting  eye.  The  exciting  eye,  when 
it  is  causing  sympathetic  irritation,  generally  shows  ciliary 
congestion  and  photophobia,  and  often  suffers  neuralgic 
pain.  In  an  eye  which  is  causing  sympathetic  iiiftamrna- 
lion,  obvious  iritis,  often  with  lowered  tension,  is  usually 
present ;  but  the  iritis  is  oft«n  painless  and  without  notice- 
able congestion,  and  thus  may  easily  be  overlooked ;  it  is 
especially  important  to  remember  that  the  exciting  eye, 
though  its  sight  is  always  damaged,  need  not  be  blind,  and 
that  under  certain  circumstances  it  may  in  the  end  be  the 
better  eye  of  the  two, 

SymptomH  ta  the  sympathizing  eye,  a.  Sympathetic  irri- 
tation. The  eye  is,  in  common  speech,  "  weak  "  or  "  irri- 
table." It  is  intolerant  of  light,  and  easily  flushes  and  waters 
if  exposed  to  bright  light,  or  if  much  used ;  the  accommo- 
dation is  weakened  or  irritable,  so  that  continued  vision  for 
near  objects  is  painful,  or  even  impossible ;  and  the  ciliary 
muscle  seems  liable  to  give  way  for  a  short  time,  the  patient 
complaining  that  near  objects  now  and  then  suddenly  he- 
come  misty  for  a  while.  Neuralgic  pains,  referred  to  the 
eye  and  side  of  the  head,  are  also  common.  Temporary 
darkening  of  eight,  indicating  suspension  of  retinal  func- 
tion, and  subjective  sensations  of  colored  spots,  clouds,  etc, 
occur  in  certain  cases.  Such  attacks  may  occur  again  and 
again  in  varying  severity,  lasting  for  days  or  weeks,  and 
finally  ceasing  without  ever  passing  on  to  structural  change. 
Sympathetic  irritation  is  always,  and,  as  a  rule,  promptly, 
cured  by  removal  of  the  exciting  eye ;  but  occasionally 
the  symptoms  persist  for  some  time  afterward.   A  condition 
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which  c&DDot  be  distinguished  from  hysterical  bliudnesH  is 
sumetimes  seen  in  the  "  sympathizing  "  eye,  but  the  t«rra 
sympathetic  irritation  does  not  then  seem  suitable.' 

b.  Sifmpatketic  inflammation,  (ophlhalmilis).  The  disease 
may  arise  out  of  an  attack  of  "  irritation,"  but  more  com- 
monly it  seta  in  without  any  such  warning.  It  may  be 
acut«  and  severe,  or  so  insidious  aa  to  esca|>e  the  notice  of 
the  patient  until  well  advanced.  It  is  in  nearly  all  cases 
a  prolonged  and  a  recurring  disease ;  when  ouce  started  it 
is  self-maintaining,  and  its  course  usually  extends  over 
many  months,  or  even  a  year  or  two.  In  mild  cases  a  good 
recovery  eventually  takes  plane,  but  in  a  large  majority  the 
eye  becomes  blind.  The  disease  usually  takes  the  form  of 
a  plastic  iridocyclitis  or  iridochoroiditis  with  exudation 
from  the  entire  posterior  surface  of  the  iris,  leading  to  total 
posterior  synechia.  Its  chief  early  peculiarities  are  a  great 
liability  to  dotted  deposits  on  the  back  of  the  cornea,  cloud- 
ing of  the  vitreous  by  floating  opacities,  and  often  neuro- 
retinitis;  there  is  a  dusky  ciliary  congestion  with  marked 
engorgement  of  the  large  vessels  which  perforate  the  scle- 
rotic in  the  ciliary  region.  In  acute  and  severe  cases  the 
congestion  is  intense,  there  is  severe  pain,  photophobia,  and 
tenderness  on  pressure,  and  the  iris,  besides  being  thick,  is 
changed  in  color  to  a  peculiar  buff  or  yellowish-brown,  and 
shows  numerous  enlarged  bloodvessels.  Attacks  of  intense 
neuralgia  of  the  fifth  nerve  characterize  some  cases.  In 
cases  of  all  degrees  the  tension  is  often  increased,  the  eye 
becoming  decidedly  glaucomatous  for  a  longer  or  shorter 
time.  Many  dotted  opacities  appear  in  the  lens,  which 
aflerward  becomes  completely  cataractous,  and  in  some 
cases  is  finally  quite  absorbed.  In  the  worst  cases  the 
eye  finally  shrinks,  but  in  many  it  remains  glaucomatous 
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with  tfltal  posterior  synechia,  corneal  haze,  and  more  or  less 
ciliary  Btaphyloma.  In  the  inildeat  cases  (the  eo-ealled 
"serous"  form)  the  disease  never  goes  beyond  a  chronic 
iritis  with  punctate  keratitis  and  disease  of  the  vitreous, 
with  which  ueuro-retinitia  often,  perhaps  always,  co-exista. 

Sympathetic  ophthalmitis  generally  begins  between  six 
weeks  and  about  three  montlis  after  the  injury  to  the  excit- 
ing eye ;  very  seldom  sooner  than  throe  weeks — ?'.  e.,  not 
until  time  has  elapsed  for  well-marked  inflammatory 
changes  to  occur  at  the  seat  of  injury.  On  the  other  hand, 
the  disease  may  set  in  at  any  length  of  time,  even  many 
years,  after  the  lesion  of  the  exciting  eye.  It  occurs  at  all 
ages.  Distinct  Inflammatory  changes  are  probably  always 
present  in  the  exciting  eye ;  but,  as  already  stated,  these 
may  be  very  alight  and  difBcuIt  of  detection.  When  care- 
fully observed,  these  changes  arc  found  to  precede  by  some 
days,  if  not  longer,  the  onset  of  structural  disease  in  the 
sympathizing  eye,  the  morbid  process  apparently  taking 
some  time  to  travel  from  one  eye  to  the  other. 

Treatment.  By  far  the  most  important  measure  refera 
to  prevention.  When  once  sympathetic  inflammation  has 
begun  we  can  do  little  to  modify  its  course.  The  clear 
recognition  of  this  fact  leads  us  to  advise  the  excision'  of 
every  eye  which  is  at  the  same  time  useless  and  liable  to 
cause  sympathetic  mischief — i.  e.,  of  all  eyes  which  are 
blind  from  injury  or  destructive  corneal  disease;  and  to 
give  this  advice  most  urgently  when  the  blind  eye  is  already 
tender  or  irritable,  or  is  liable  to  become  so,  when  it  has 
been  lost  by  wound,  and  when  it  is  probable  that  it  may 
contain  a  foreign  body-     Any  lost  eye  in  which  there  are 

<  FMliDB  doablTiil  whether  either  thecisilon  or  opticociliary  nenrotom]' 
confeni  hs  great  eatety  from  aytnpathetio  disease  u  does  eicialon,  I  have  Dot 
performed  those  operations.  The  more  nowlj'  rcrlTed  ertsooraUoa  bas  not 
yel  been  performed  often  enoagh  for  Inulworlhr  coDclnBlDiu  to  be  drftwn  on 
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signs  of  past  iritia,  even  if  there  be  no  history  of  injury, 
is  l)eat  removed,  especially  if  shrunken.  But  much  judg- 
ment is  needed  if  the  damaged  eye,  though  irritable  and 
likely  to  cause  mischief,  still  retains  more  or  less  sight. 
Every  attention  must  then  be  paid  to  the  exact  position  of 
the  wound,  the  evidence  as  to  its  depth,  the  evidence  of 
heroorrhi^je,  and  especially  to  the  condition  of  the  lens, 
and  to  the  presence  of  the  yellowish  haziness  behind  the 
lens  which  indicates  lymph  or  pus  in  the  vitreous.  The 
date  of  the  injury  and  the  condition  of  the  wound,  whether 
healed  by  immediate  union,  or  with  scarring,  puckering, 
or  flattening,  are  very  important  points.  Irritation  of  the 
fellow-eye  may  set  in  a  few  days  after  the  injury ;  but  since 
infiammaiion  very  seldom  begins  sooner  than  two  or  three 
weeks,  we  may,  if  we  see  the  caae  early,  watch  it  for  a  little 
time.  Complete  and  prolonged  rest  in  a  darkened  room  is 
a  very  important  element  iu  the  prevention  of  sympathetic 
irritation  and  inflammation,  and  should  always  be  insisted 
on  when  we  are  trying  to  save  an  injured  eye.  In  rare 
cases  sympathetic  inflammation  sets  in  a^er  the  removal  of 
the  exciting  eye,  even  aSt&T  an  interval  of  several  weeks — 
a  contingency  which  emphasizes  the  importance  of  excising 
every  condemned  eye  at  the  earliest  possible  moment. 

When  gympatlietia  ophthalmitis  has  set  in  we  can  do  com- 
paratively little. 

A.  The  exciiitig  eye,  if  quite  blind  or  so  seriously  dam- 
aged as  to  be  for  practical  purposes  certainly  useless,  is  to 
be  excised  at  once,  though  the  evidence  of  benefit  from 
this  course  is  slender.  But  It  is  not  to  be  removed  if  there 
is  reason  to  hope  for  restoration  of  useful  sight  in  it ;  if 
there  is  simply  a  moderate  degree  of  subacute  iritis,  with 
or  without  traumatic  cataract,  and  with  sight  proportionate 
to  the  state  of  the  lens,  the  eye  is  to  be  carefully  treated, 
since  it  may  very  probably  in  the  end  be  the  better  of  the 
two  (p.  174). 
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B.  The  sympathizing  eye.  The  important  measures  are  (1) 
atropine,  used  very  often,  as  for  acute  iritis ;  (2)  absolute 
rest  and  exclusion  of  light  by  residence  in  a  dark  room 
and  with  a  black  bandage  over  both  eyes ;  (3)  repeated 
leeching  if  the  symptoms  are  severe,  or  counter-irritation 
by  blisters  or  by  a  seton  in  chronic  cases.  (4)  Mercury  is 
believed  by  some  to  be  beneficial.  Quinine  is  sometimes 
given.  (5)  As  a  rule,  no  operation  is  permissible  while  the 
disease  is  still  active,  since  iridectomy,  performed  while 
there  are  active  symptoms,  is  followed  by  closure  of  the 
gap  with  fresh  lymph.  Operations  in  severe  cases  which 
have  become  quiet  are  seldom  of  use,  the  eye  being  gener- 
ally then  past  recovery. 

Prognosis.  The  prognosis  is,  as  will  be  gathered  very 
grave ;  even  in  the  mildest  cases,  when  seen  quite  early,  we 
must  be  very  cautious,  for  the  disease  often  slowly  progresses 
for  many  months. 


A  CLEAR  distiiiction  is  to  be  miide  betweeii  cnntusioii 
and  conciissioD  injuries,  and  wounds  of  the  eyehaU. 

1.  Contusion  and  concussion  iojnries.  Itiipture  of  the 
eyeball  is  commonly  tlie  result  of  severe  direct  blows.  The 
rent  is  nearly  always  in  the  sclerotic,  either  a  Httle  behind 
or  close  to  the  corneal  margin,  with  which  it  is  concentric  ; 
the  cornea  itself  is  but  seldom  rent  by  a  blow.  The  rup- 
ture is  usually  large,  involves  all  the  tunics,  and  is  followed 
by  immediate  hemorrhage  between  the  retina  and  choroid, 
and  into  the  vitreous  and  anterior  chambers ;  the  lens  and 
some  of  the  vitreous  often  escape ;  sight  is  usually  reduced 
to  perception  of  light  or  of  la^e  objects.  The  conjunctiva, 
however,  often  escapes  untorn,  and  in  such  a  case  if  the 
lens  pass  through  the  rent  in  the  sclerotic,  it  will  be  held 
down  by  the  conjunctiva,  and  form  a  prominent,  rounded, 
translucent  swelling  over  the  rupture.  The  diagnosis  of 
rupture  is  generally  easy,  even  if  the  rent  be  more  or  less 
concealed.  The  eyeball  often  shriuks;  but  occasionally  it 
recovers  with  useful  vision.  Immediate  excision  is  gener- 
ally best  when  the  wound  is  "  compound ;"  but  if  the  con- 
junctiva be  not  torn,  and  ocasionally  even  when  it  is,  we 
should  wait  a  few  days  until  the  disappearance  of  the  blood 
from  the  anterior  chamber  allows  the  deeper  parts  to  be 
seen.  The  treatment  is  the  same  as  for  wounds  of  the  eve. 
When  the  lens  is  Ij-ing  beneath  the  conjunctiva  it  should 
be  removed  when  the  scleral  wound  has  healed,  if  we  decide 
to  save  the  eye. 
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It  may  here  be  mentioned  that  copious  hemorrhagt^l 
accompanied  by  severe  pain,  aometimea  occurs  between  tlw^ 
choroid  and  sclerotic  as  the  result  of  sudden  diminution  of  ■ 
tension,  either  bv  an  operation,  such  as  extraction  of  cal»<J 
ract  or  iridectomy,  or  by  a  glancing  wound  of  the  comet 
Eyes  in  which  this  occurs  are  for  the  most  part  aln 
unsound  and  often  glaucomatous. 

Blows  often  cause  internal  damage  vrithoul  rupture  of  th9% 
hard  coats  of  the  eye.    The  iris  may  be  torn  from  its  ciliarya 
attachment  {coredialygia),  so  that  two  pupils  are  formed,  " 
Fig.  62,  or  the  lens  may  be  loosened  or  displaced  by  partial 
rupture  of  its  suspensory  ligament,  so  that  the  iris,  having 
lost  its  support,  will  shake  about  with  every  movement 
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(tremulous  iris).  Such  lesions  are  likely  to  be  obscured  fi 
a  time  by  bleeding  into  the  anterior  chamber  and  into  thi 
vitreous.  The  lens  often  becomes  opaque  afterward. 
tachmeut  of  the  retina  is  often  found  after  severe  blows, 
wliich  have  caused  hemorrhage  into  the  vitreous.  Blows 
on  the  front  of  the  eye  may  cause  rupture  of  the  cki 
or  hemorrhage  from  choroidal  or  retinal  vessels.  Thes 
changes  are  found  at  the  central  part  of  the  fundus,  a 
the  yellow  spot  ia  involved  visual  acuteness  is  much  i 
aged.  The  rents  in  the  choroid  ap])ear  after  the  blood  has 
cleareil  up  as  linea  or  narrow  bauds  of  atrophy  bordered 
by  pigment,  and  often  slightly  curved  toward  the  disk.  Fig,* 
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74.  Hemorrhages  from  the  choroidal  vessels  without  rup- 
ture of  the  choroid,  usually  leave  aome  residual  pigment 
after  absorption.  In  an  eye  predisposed  to  detachment  of 
retina,  a  blow  will  aometimca  determine  its  occurrence. 
Paralysis  of  the  iris  and  ciliary  muscle,  with  partial,  some- 
times irregular  dilatation  of  the  pupil,  are  often  the  sole 
results  of  a  blow  on  the  eye  ;  the  defect  of  sight  can  be 
remedied  by  a  convex  lena.  Complete  recovery  is  moder- 
ately common,  the  ciliary  muscle  recovering  before  the  iris. 
Partial  dilatation  or  imperfection  of  the  pupil  after  a  blow 
is  sometimes  dependent  on  rupture  of  the  sphincter,  one  or 
more  notches  in  the  pupillary  border  of  the  iris  indicating 
the  seat  of  the  lesion  or  lesions.  For  Traumatic  Iritis,  see 
p.  160. 

Great  defect  of  sight  following  a  blow,  neither  remedied 
by  glasses  nor  accounted  for  by  blood  in  the  anterior  cham- 
ber, will  generally  meau  copious  hemorrhage  into  the  vitre- 
ous, with  one  or  another  of  the  changes  just  mentioned  in 
the  retina  and  choroid.  The  red  blood  may  sometimes  be 
seen  by  focal  light,  but  often  its  presence  can  only  be 
inferred  from  the  opaque  state  of  the  vitreous.  Probably 
in  most  of  these  cases  the  blood  comes  from  the  large  veins 
of  the  ciliary  body,  but  sometimes  from  the  vessels  of  the 
choroid  or  retina.  There  may  be  no  external  ecchymosis. 
The  tension  of  the  globe  is  to  be  noted ;  it  ia  not  often 
increased  unless  inflammation  has  set  in,  or  the  eye  has 
been  previously  glaucomatous,  and  in  some  cases  it  is  below 
normal.  The  prognosis  should  be  very  guarded  whenever 
there  is  reason  to  think,  from  the  opaque  state  of  the  parts 
behind  the  lens,  that  much  bleeding  has  taken  place,  or 
that  the  retina  is  detached,  or  when  the  iris  is  tremulous  or 
partly  detached,  or  if  any  rupture  of  the  choroid  can  be 
made  out.  Blood  tn  the  anterior  chamber  is  often  com- 
pletely absorbed  in  a  day  or  two,  or  even  sometimes  in  a 
few  hours ;  but  in  the  vitreous  humor  absorption,  though 
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rapid,  is  less  complete,  and  permanent  opacities  are  often 
left.  The  use  of  atropine,  the  frequent  appUcation,  during 
the  first  twenty-four  hours,  of  iced  water,  or  of  an  evap- 
orating lotion  to  the  lids,  and  occasional  leeching  if  there 
be  inflammatory  symptoms,  will  do  all  that  is  possible  for 
the  first  week  or  two  after  a  severe  blow  with  internal  hem- 
orrhage. If  the  lens  be  loosened,  it  may  at  any  time  act 
as  an  irritating  foreign  body,  or  set  up  a  glaucomatous 
inflammation  (Dislocation  of  Lens,  p.  209).  Now  and  then 
optic  neuritis  occurs  in  the  injured  eye  as  the  immediate 
effect  of  tlie  blow.  Hemorrhage  behind  the  choroid  is 
believed  by  some  to  account  for  certain  well-known  cases 
in  wliich,  after  a  blow,  there  is  defect  of  sight  without 
visible  change,  or  with  localized  temporary  haze  of  retina 
{commotio  retince).  Temporary  myopia  or  astigmatism 
may  also  follow  a  blow  on  the  eye ;  they  depend  on  altered 
curvature  of  the  lens,  and  are  sometimes  entirely  removed 
by  paralyzing  the  ciliary  muscle  with  atropine  (see  also 
Hysterical  Amblyopia). 

2.  Wounds.  A.  Superficial  abrasions  of  the  cornea  cause 
much  pain,  with  watering,  photophobia,  and  ciliary  con- 
gestion. They  are  frequently  due  to  a  scratch  by  a  finger- 
nail of  a  baby  at  the  breast.  The  abraded  surface  is  often 
very  small,  and  shows  no  opacity ;  it  is  detected  by  watch- 
ing the  reflection  of  a  window  from  the  cornea,  while  the 
patient  slowly  moves  the  eye.  Now  and  then  the  symp- 
toms return  after  a  long  interval  of  cure.  Many,  if  not 
all,  of  the  cases  of  relapsing  bullae  of  the  cornea  seem  to 
have  originated  in  a  slight  superficial  injury. 

Minute  fragments  of  metal  or  stone  flpng  from  tools, 
etc.,  often  partly  embed  themselves  in  the  cornea,  foreign 
body  on  the  cornea,  and  give  rise  to  varying  degrees  of 
irritability  and  pain.  The  fragment  soon  becomes  sur- 
rounded by  a  hazy  zone  of  infiltration,  but  it  remains 
easily  visible  unless  it  be  very  small  or  covered  by  mucus 
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or  epithelium.  When  io  doiiljt  always  examine  tlie  cornea 
by  focal  light  with  magnifying  power. 

The  pupil  is  often  smaller  than  its  fellow,  and  the  color 
of  the  iris  altered,  in  eases  of  superficial  injury  to  the 
cornea,  indicating  congestion  of  the  iris.  Actual  iritis 
BomeUmea  occurs,  but  not  unless  the  corneal  wound  inflame. 

Treatment.  After  surface  injuries  a  drop  of  castor 
oil  may  be  applied,  and  the  eye  kept  closed  for  the  day 
with  a  pad  of  wadding  and  a  bandage.  Atropine  is  re- 
quired if  there  be  much  irritation  or  threatened  iritis.  If 
hypopyon  ap|>ear  the  case  becomes  one  of  hypopyon  ulcer. 
For  removal  of  foreign  bodies  see  Operations. 

Foreign  bodies  often  adhere  to  the  inner  surface  of  the 
upper  lid;  whenever  a  patient  states  that  he  has  "  aome- 
thiug  in  his  eye"  and  nothing  can  be  found  on  the  cornea, 
the  upper  lid  must  be  everted  and  examined. 

Large  bodies  sometimes  pass  far  back  into  the  upper  or 
lower  conjunctival  sulcus,  and  lie  hidden  for  weeks  or 
mouths,  causing  only  local  inflammation  and  some  thick- 
ening of  the  conjunctiva.  Search  must  be  made,  if  needful, 
with  a  small  scoop  or  probe  whenever  the  suspicion  arises. 
See  Orbit. 

B.  Bums,  scalds,  and  injuries  by  eaiislics,  etc.  The  con- 
junctiva and  cornea  are  often  damaged  by  splashes  of  mol- 
ten lead,  or  by  strong  alkaliea  or  acids,  of  which  lime,  either 
quick  or  freshly  slaked,  is  the  more  common.  The  eyeball  is 
not  often  scalded,  the  lids  closing  quickly  enough  to  prevent 
the  entrance  of  steam  or  hot  water.  As  the  full  effect  in 
EUch  cases  is  not  apparent  for  some  days,  a  cautious  opinion 
should  be  given  in  the  early  stages. 

The  effects  of  such  accidents  are  manifested  by  (1) 
inflammation  of  the  cornea  passing  into  suppurative  kera- 
titis with  hypopyon,  in  bad  cases ;  (2)  scarring  and  short- 
ening of  the  conjunctiva,  and  in  bad  cases  adhesion  of  its 
palpebral  and  ocular  surfaces — aymbtepharon. 
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The  most  auperflcial  burns  whiten  and  dry  the  surface, 
and  In  a  few  hours  the  epithelium  \s  shed.  This  is  showa 
on  the  cornea  by  a  sharply  outlined,  slightly  depressed  area. 
The  surface  is  dear  if  the  damage  be  quite  superficial  and 
recent,  but  more  or  leas  opalescent,  or  even  yeUowish,  if  the 
case  be  a  few  days  old,  and  the  bum  be  deep  enough  to 
have  caused  destruction  or  inflammation  of  the  true  corneal 
tissue.  When  there  is  much  opacity  it  does  not  completely 
clear,  and  considerable  flattening  of  the  cornea  and  ueigh- 
boring  sclerotic  often  occura  at  the  seat  of  deep  and  exten- 
sive burns.  The  conjunctival  whiteniog  is  followed  by 
mere  desquamation  and  vascular  reaction,  or  by  ulceration 
and  scarring,  according  to  the  depth  of  the  damage. 

Treatment,  In  recent  cases,  seen  before  reaction  has 
begun,  a  drop  of  castor  oil  once  or  twice  a  day,  a  few 
leeches  to  the  temple,  and  the  use  of  a  cold  evaporating 
lotion,  or  of  iced  water,  will  sometimes  prevent  inflamma- 
tion. If  seen  immediately  after  the  accident,  the  conjunc- 
tival sac  is  to  be  carefully  searched  for  fragments,  or  washed 
with  very  weak  acid  or  alkaline  solution  if  a  liquid  caustic 
of  the  opposite  character  have  done  the  damage.  If  inflam- 
matory reaction  be  already  present,  treatment  by  compress, 
hot  fomentations,  and  the  other  means  recommended  for 
suppurating  ulcers  (p.  140),  is  most  suitable.  There  is  often 
much  pain  and  chemosis.  See  Operation  for  Symblepharon. 

c.  Penetrating  iBoun<U  and  gunshot  injuries.  When  k 
patient  says  that  his  eye  is  wounded,  the  first  step  ie  to 
examine  the  seat,  extent,  and  character  of  the  wound,  ascei^ 
tain  the  interval  since  the  injury,  and  test  the  sight  of  the 
eye ;  the  next  to  make  out  all  we  can  about  the  wounding 
body,  and  especially  whether  auy  fragment  has  been  left 
within  the  eyeball. 

Very  large  foreign  bodies,  such  as  pieces  of  glass,  somd* 
times  lie  for  a  long  time  in  the  eye  without  causing  much 
trouble,  the  lai^  wound  having  given  exit  to  the  contents 
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of  the  globe,  and  been  followed  by  rapid  ahrinkiiig  without 
iuflammation. 

Treatment.  Penetrating  wounda  are  least  serious  when 
they  implicate  the  cornea  alone,  or  the  sclerotic  behind  the 
ciliary  region^ — i.e.,  oue-fourth  inch  or  more  behind  the 
cornea.  Penetrating  wounds  of  the  cornea  without  injury  to 
the  iris  or  lens,  and  without  any  prolapse  of  iris,  are  rare ; 
they  generally  do  very  well,  and  if  the  case  be  not  seen  until 
one  or  two  days  after  the  injury,  the  wound  will  often  have 
healed  firmly  enough  to  retain  the  aqueous,  and  it  may  be 
difficult  to  decide  whether  the  whole  thickness  of  the  cornea 
have  been  penetrated  or  not.  Wounds  of  the  sclerotic  seldom 
unite  without  the  interposition  of  a  layer  of  lymph ;  when 
seen  early  they  should,  if  gaping,  clean,  and  uncomplicated 
by  evidence  of  internal  injury,  be  treated  by  the  insertion 
of  fine  sutures,  which  should  be  passed  only  through  the 
conjunctiva,  followed  by  the  use  of  ice. 

But  penetrating  wounds  are  usually  very  serious  to  the 
injured  eye ;  the  iris  is  frequently  lacerated  and  included 
in  the  track  of  the  wound ;  the  lens  is  punctured,  and 
becomes  swollen  and  opaque  from  absorption  of  the  aque- 
ous humor  (traumalw  cataract);  it  is  liable  in  its  swollen 
state  to  press  on  the  ciliary  processes,  and  cause  grave 
symptoms ;  estensive  bleeding  perhajis  takes  place  into  the 
vitreous ;  withb  the  first  few  days  purulent  inflammation 
may  destroy  the  eye.  The  fellow-eye  is,  of  course,  often 
in  danger  of  sympathetic  inflammation.  Every  case  has, 
therefore,  to  be  judged  from  two  poiula  of  view,  the  damage 
to  the  injured  eye,  and  the  risk  to  the  sound  one ;  and  the 
question  whether  to  sacrifice  or  attempt  to  save  the  former, 
is  sometimes  very  difficult  to  decide. 

I.  In  the  two  following  cases  the  eye  should  be  sacrificed 
at  once:  1.  If  the  wound,  lying  wholly  or  partly  in  the 
"  dangerous  region,"  be  so  large  and  ao  complicated  with 
injury  to  deeper  parts  that  no  hope  of  useful  sight  I'emaiaa. 
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2.  If,  even  though  the  wound  be  small,  it  lie  iii  the  danger- 
ous region,  aad  have  already  se:t  up  severe  iritis  (pp.  160 
and  171 ). 

II.  There  is  a  large  class  of  cases  in  which  it  is  certain, 
or  very  probable,  that  the  eye  contains  a  foreign  body, 
although  the  injury  Ir  not  of  itself  fatal  to  sight,  and  has 
not  as  yet  led  to  inilanimattoD,  or  to  shrinkiiig,  of  the 
eye. 

The  first  question,  then,  is  whether  the  foreign  body  can 
be  seen ;  the  Recond,  whether  or  not  it  is  at«el  or  iron,  and 
therefore  possibly  removable  by  a  magnet.    A  foreign  body, 
if  lying  on  or  embedded  in  the  iris,  the  lens  being  intact, 
should  be  removed,  usually  with  the  portion  of  iris  to  which 
it  is  attached  ;  if  loose  in  the  anterior  chamber  its  removal 
may  be  difficult.     If  it  can  be  seen  embedded  in  the  lens 
and  the  condition  of  the  eye  be  otherwise  favorable,  a  scoop 
extraction  may  be  done  in  the  hope  of  removing  the  frag- 
ment with  the  lens;  or  the  lens  may  be  allowed,  or  by  a 
needle  operation  induced,  to  undergo  partial  absorption  and 
shrinking,  so  as  to  enclose  the  foreign  body  more  firmly, 
and,  when  subsequently  estracted,  bring  it  away.     If  we 
are  certain  that  the  foreign  body  has  passed  into  the  vitre*  | 
oUB,  whether  through  the  lens  or  not,  and  whether  by  gUD>  I 
shot  or  not,  we  can  seldom  save  the  eye.    The  foreign  body  1 
can  in  such  a  case  seldom  be  seen,  but  a  track  of  opacity  I 
through  the  lens,  with  blood  in  the  vitreous,  or  even  tba  I 
latter  alone,  with  conclusive  history  that  the  wound  was  I 
made  by  a  fragment  or  a  shot,  and  uot  by  an  instrument  i 
or  large  body,  will  generally  decide  us  in  favor  of  excision.  J 
These  rules  need  some  modification  when  the  foreign  bodj  J 
is  of  iron  or  steel,  since  it  is  possible  in  certain  cases,  bj  1 
means  of  a  strong  electro-magnet,  to  remove  such  frag- 
ments, even  when  lying  in  the  vitreous.   This  may  be  done 
either  through  the  wound  of  entrance,  more  or  less  enlarged, 
or  through  a  fresh  wound  made  where  the  body  is  seen,  or 


INJURIES  OF  THE  EYEBALL.  187 

believed  to  lie.     Many  forms  of  magnet  have  beeu  em- 
ployed, the  must  sueceBsfiil  usually  being  tho%  in  which  a 
proire-ended  inatniment,  powerfully  mi^netized  by  being 
attached  to  the  core  of  an  electro- mag oetic  coil,  ia  intro- 
duced into  the  eye  in  aearch  of  the  body.     Though  a  cer- 
tain number  of  eyea  have  now  been  aaved  with  useful  sight 
by  means  of  the  magnet,  it  must  be  remembered  that  the 
extniction  of  the  foreign  body  does  not  ensure  the  safety 
of  the  eye ;  that  the  eye  may  inflame  or  shrink,  and  remain 
as  potent  a  source  of  sympathetic  disease  as  before,  espe- 
cially 80  if  iritis  or  threatened  panophthalmitis  were  present 
at  the  time  of  operation."     Foreign  bodies  occasionally 
become  embedded  at  the  fundus,  beyond  the  dangerous 
region,  and  cause  no  further  trouble.    In  gunshot  cases  the 
shot  often  passes  out  tSiroiigh  a  counter-opening,  and  re- 
ins without  doing  harm  to  the  orbit,  though  the  eye  is 
I  destroyed.     Oucaaionally  the  choroid  and  retina  are  dam- 
1  aged  by  hemorrhage  caused  by  a  shot  or  bullet  traversing 
I  the  orbit  close  to,  but  without  demoaatrablc  lesion  of,  the 
I  eclerotic. 

III.  There  remain  eases  of  Iraa  severe  character,  in  which 
I  there  is  no  foreign  body  in  the  eye:  (1)  the  wound  ia  in 
the  dangerous  region  and  complicated  with  traumatic  cata- 
[  lact;  (2)  in  the  dangerous  region  without  traumatic  cata- 
ract ;  (3)  the  injury  is  entirely  corneal,  and  therefore  not 
in  the  dangerous  zone,  but  the  lens  and  iris  are  wounded ; 
(4)  there  ia  wound  of  cornea  and  iris  only,  the  lens  escap- 
ing. In  group  (2)  there  will  often  be  much  difficulty  in 
deciding  what  to  do,  it  beiag  presumed  that  the  wounded 
eye  shows  no  iritis  or  other  signs  of  severe  inflammation ; 
BOme  of  the  must  difficult  cases  are  those  of  wounds  by  sharp 

<  Mi,  BaeU,  of  Shofflalil,  wbo  bas  probably  bad  a.  larger  eiperltitii^e  of  tbis 
moUiad  tban  any  one  elae,  baa  publbhea  (June,  I8R3)  an  exceUent  mono- 
graph, In  Hblcb  all  tbe  cases  hitherto  recorded  are  glTen.  in  addition  lo  bia 
HlrKbberg'a  monograph  on  the  subject  (1885)  brings  tha  subject  up  lo 
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idstrumeuts  close  to  the  corneal  border,  with  considerable 
adhesioa  of  the  iris,  or  ia  which  there  ia  evidence  that  the 
track  liea  between  the  lens  and  tbe  ciliary  procesaes,  the 
leua  not  being  wounded,  and  useful  sight  remaining.  If 
the  patient  be  seen  within  two  or  three  weeks  of  tbe  injury, 
and  the  sound  eye  show  no  irritation,  we  luay  safely  watch 
the  case  for  a  few  days.  If  decided  sympathetic  irritation 
be  present,  and  do  not  yield  after  a  few  days'  treatment, 
excision  is  advl»able,  even  though  tbe  lens  of  the  wounded 
eye  be  uninjured.  In  regard  to  group  (1),  excision  is,  with- 
out doubt,  the  safest  course  in  all  cases,  whether  or  not  the 
eye  be  causing  sympathetic  symptoms  or  he  itself  especially 
irritable;  for  there  is  little  prospect  of  regaining  useful 
vision  in  an  eye  with  a  ciliary  wound  and  traumatic  cata- 
ract. In  group  (3)  excision  is  necessary  If  the  wound  be 
very  large  or  irregular,  and  in  some  cases  with  small  wound 
but  persistent  symptoms.  In  group  (4)  removal  of  the  eye 
is  very  seldom  justifiable,  unless  the  iris  having  heated 
iuto  the  wound  chronic  inflammatory  changes  are  present, 
or  severe  iritis  and  threatened  panophthalmitis  come  on. 
The  patient  in  all  open  cases  must  be  warned,  and  must  be 
seen  every  few  days  for  many  weeks. 

When  sympathetic  ophthalmitis  has  set  in  before  the 
patient  asks  advice,  the  rule  as  to  the  exciaioa  of  the  ex- 
citing eye  is  different. 

The  treatment  of  wounded  eyes  which  are  not  excised  is 
the  same  as  for  traumatic  iritia  and  cataract,  vtn  ,  atropine, 
rest,  and  local  depiction.  If  seen  before  inflammation 
(iritis)  has  begun,  ice  is  to  be  used.  If  the  iris  have  pro- 
lapsed into  the  wound  the  protrusion  should  be  drawn 
further  out  and  a  large  piece  of  iris  cut  off,  so  that  the 
ends  when  replaced  by  the  curette  may  retract  and  remain 
quite  free  from  the  wound  (see  Iridectomy) ;  this  may  be 
done  OS  much  as  a  week  after  the  injury.  Even  when  seen 
within  an  hour  or  two  of  the  wound,  the  prolapse  can 
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seldom,  in  mr  experience,  be  either  returned  by  manipula- 
tion or  made  to^tract  b;  eserine  or  atropine. 

It  i«  sometimes  important  to  determine  whether  an  excised 
eye  contain  a  foreign  body.  If  nothing  can  be  found  in 
the  blood  or  lymph,  etc.,  by  feeling  with  a  probe,  it  is  best 
to  crush  the  soft  parts,  little  by  little,  between  finger  and 
thumb,  when  the  smallest  particle  will  be  felt.  If  a  shot 
have  entered  and  left  the  eye,  the  counter-opening  may,  if 
recent,  be  found  from  the  inside,  although  no  irregularity 
be  noticeable  outside  the  eyeball. 


CHAPTER    XI. 

CATABACT. 

Cataract  means  opacity  of  the  crystalline  lens,  and  is 
duo  to  changes  in  the  structure  and  composition  of  the 
lens-fibres.  The  capsule  is  often  thickened,  but  otherwise 
not  much  altered.  The  changes  seldom  occur  throughout 
the  whole  lens  at  once,  but  begin  first  in  a  certain  region — 
e,  g,,  the  centre  (nucleus)  or  the  superficial  layers  (cariex)^ 
while  in  some  forms  of  partial  cataract  the  change  never 
spreads  beyond  the  part  first  affected. 

Senile  changes  in  the  lens.  With  advancing  age  the  lens, 
which  is  from  birth  firmest  at  the  centre,  becomes  harder, 
and  ac^iuires  a  very  decided  yellow  color;  its  refractive 
power  usually  decreases,  its  surface  reflects  more  light,  and 
its  suhstaiuH*.  becomes  somewhat  fluorescent.  The  result  of 
all  these  (^hau<^es  is,  that  at  an  advanced  age  the  lens  is 
more  eiusily  visible  than  in  early  life,  the  pupil  becoming 
grayish  instead  of  being  (juite  black.  This  grayness  of  the 
pupil  may  easily  be  mistaken  for  cataract,  but  ophthalmo- 
sc()[)ic  (examination  shows  that  the  lens  is  transparent,  the 
fundus  being  seen  without  any  appreciable  haze.  It  has 
hitherto  been  supposed  that  the  lens  became  smaller  in  old 
ago,  but  thte  researches  of  Priestley  Smith  have  lately  shown 
that  the  liMis  continues  to  increase  in  all  dimensions  so  long 
as  it  remains  transparent.  As  a  rule,  however,  cataractous 
lens(\s  are  undersized. 

The  consistence  of  a  cataract  depends  chiefly  on  the 
patient's  age.  The  wide  physical  differences  between  cata- 
racts depend  less  on  variations  in  the  cause,  position,  or 
(190) 
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character  of  tlae  opacity  than  ou  the  degree  of  natural 
hardness  which  is  proper  to  the  lens  at  the  time  when  the 
opacity  aets  in.  Below  about  thirty-five  all  cataracts  are 
"  soft." 


Forms  op  Generai.  Cataract. 

1.  Nuclear  cataract.  The  opacity  begins  in,  and  remains 
more  dense  at,  the  nucleus  of  the  lens,  thinning  off  gradu- 
ally in  all  directioua  toward  the  cortex  (Fig.  65);  the 
nucleus  is  not  really  opaque,  but  densely  hazy.  As  the 
patients  are  generally  old,  nuclear  cataract  is  usually  senile 
and  hard,  and  also  often  amber-colored  or  light  brownish, 
like  "  pea-soup  "  fog. 

2.  Cortical  cataract.  The  change  begins  in  the  super- 
ficial parts,  and  generally  takes  the  form  of  sharply  defined 
lines  or  streaks,  or  triangular  patches,  which  point  toward 
the  axis  of  the  lens,  and  whose  shape  is  dependeat  ou  the 
arrangement  of  the  lens-fibrea.  Fig,  66.  They  usually 
begin  at  the  edge  (equator')  of  the  lens  where  they  are  hid- 
den by  the  iris,  but  when  large  enough  they  encroach  on 
the  pnpil  as  whitish  streaks  or  triangular  patches.  They 
affect  both  the  anterior  and  posterior  layers  of  the  lens, 
and  the  intervening  parts  may  be  quite  clear.  Sooner  or 
later  the  nucleus  also  becomes  hazy  (mixed  cataract),  and 
the  whole  lens  eventually  gets  opaque. 

Some  cases  of  the  large  class  known  as  "senile"  or 
"  hard  "  cataract  are  nuclear  from  beginning  to  end — i.  e., 
formed  by  gradual  extension  of  diffused  opacity  from  the 
centre  to  the  surface;  more  commonly  they  are  of  the 
mixed  variety. 

X  few  cataracts  beginning  at  the  nucleus,  and  many 
beginning  at  the  cortex,  are  not  senile  in  the  sense  of 
accompanying  old  age,  and  are,  therefore,  not  hard.  Some 
such  are  caused  by  diabetes,  but  in  many  it  is  impossible 
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to  say  why  the  lens  should  have  become  diseased.'  Mey- 
liiifer  (188(5),  observing  that  opacities  in  the  lens  are  dispro- 
portionately common  in  glasBblowers,  atiggeata  that  radiant 
heat  may  act  aa  a  direct  cause  of  cataract.  Many  of  them 
are  known  as  ' '  soft "  cataracts  when  complete.  They  gen- 
erally form  (juickly,  in  a  few  months.  A  few  are  congen- 
ital. Whether  nuclear  or  cortical,  they  are  whiter  and 
more  uniform-looking  than  the  slower  cataracts  of  old  age, 
and  the  cortex  often  has  a  sheen,  like  satia  or  mother-of- 
pearl,  or  looks  flaky  like  spermaceti. 

In  some  cortical  cataracts  we  find  only  a  great  number 
of  very  small  dots  or  short  streaks — dotted  cortical  cata- 
ract; this  form  is  generally  stationarj'  or  nearly  so  for 
years.  Occasionally  a  single  large,  wedge-shaped  opacity 
will  form  at  some  part  of  the  cortex,  and  remain  stationary 
and  solitary  for  many  years.  Sometimes  in  suspected  cata- 
ract, though  no  opaque  strife  are  visible  by  focal  illum- 
ination, one  or  more  dark  streaks,  "  strise  of  refraction  " 
(Bowman),  are  seen  with  the  mirror,  altering  as  its  incli- 
uatioQ  is  varied,  and  having  much  the  same  optical  effect 
as  cracks  in  glass  ;  these  "  flaws  "  should  always  be  looked 
on  as  the  beginning  of  cataract. 

Partial  Cataract. 

Three  forms  need  special  notice. 

1 .  Lamellar  (zonular)  cataract  is  a  peculiar  and  well- 
marked  form  in  which  the  superficial  lamina  and  the 
nucleus  of  the  lens  are  clear,  a  layer  or  shell  of  opacity 
being  present  between  tbem.  Fig.  68.  Examinatiou  shows 
a  degenerated  layer  between  the  nucleus  and  cortex ;    in 

'  Lowered  lilood-Biiiiply  from  ntliennnft  of  tbe  carotid  bu  Ifttelj  been  sug- 
galed  as  a  eaiise  In  some  caieilMlchcl),  Cuianict  does  not  seein  lobv  armn 
related  to  riDal  dlaeuse ;  but  tihea  renal  nlbnmlnuiis  Is  preaent  In  >  cue  of 
caCuvct,  the  progDOBls  for  operation  la  decidedly  las  hTontble  Ibui  tiaaal. 
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all  the  cases  the  nucleus  has  heen  been  found  degenerated. 
It  is  probable  that  the  opacity  is  present  at  birtli ;  it  cer- 
tainly never  forms  late  in  life.  The  association  of  lamellar 
cataracts  with  rickets,  and  with  a  marked  deformity  of  the 
permanent  teeth,  consisting  of  an  abruptly  limited  defi- 
ciency of  the  enamel  on  the  part  furthest  from  the  gums, 
is  a  very  common  one.  The  teeth  affected  are  the  first 
molars,  canines,  and  incisors  of  the  permanent  set ;  the 
dental  changes  are  quite  different  from  those  which  are 
pathognomonic  of  inherited  syphilis.  The  great  majority 
of  the  subjects  of  lamellar  cataract  give  a  history  of  infan- 
tile convulsions.  The  cataract  is  probably  due  to  some 
temporary  interference  with  the  nutrition  of  the  lens  in 
intra-uterine  life,  during  the  deposition  of  the  affected 
layers.  Mr.  Hutchinson  has  collected  many  facts  in  favor 
of  the  belief  that  the  dental  defect  is  due  to  stomatitis 
interfering  with  the  calcification  of  the  enamel  before  the 
eruption  of  the  teeth,  and  that  mercury  is  the  cause  of  the 
stomatitis.  On  this  hypothesis  the  coincidence  of  the  dental 
defect  and  of  the  cataract  is  due  to  mercury  having  been 
given  for  the  convulsions  from  which  these  children  suffer. 
It  is  reasonable  to  suppose,  however,  that  the  defect  of  the 
crystalline  lens  and  of  the  enamel,  both  of  them  epiblaatic 
structures,  may  be  caused  by  some  common  mfluence.  The 
size  of  the  opaque  lamella  or  shell,  and  therefore  its  depth 
from  the  surface  of  the  lens,  are  subject  to  much  variation, 
and  it  may  be  much  smaller  than  is  shown  in  the  figure. 
The  opacity  is  often  stationary  for  years,  perhaps  for  life, 
but  caaes  are  sometimes  met  with  in  which  we  canuot  doubt, 
from  the  history,  that  the  opacity  has,  without  extending 
perceptibly,  become  more  dense ;  instances  of  lamellar 
opacity  spreading  to  the  whole  lens  are,  however,  appar- 
ently very  rare. 

2.  Pyramidal  cataract.     A  small,  sharply- defined  spot 
uf  chalky-white  opacity  is  present  in  the  middle  of  the 
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pupi],  at  the  anterior  pole  of  the  lens,  lookiog  aa  if  it  lav 
upon  the  capaule.  When  viewed  sidewa}^  it  seems  to  be 
HUperficially  emheddeil  in  the  lens,  aad  also  Bometinieg 
Btands  forward  as  a  little  nipple  or  pyramid.  Fig.  6-3.  It 
consists  of  the  degenerated  products  of  a  localized  inflam- 


Fta.  a. 
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tnation  just  beneath  the  lena* 
capsule,  with  the  addition  of  or- 
ganizeii  lymph  derived  from  the 
iris  and  deposited  on  the  front 
of  the  capsule,  the  capsule  itself 
being  puckered  and  folded.  Pig. 
G4.  It  is  a  Btationary  form, 
scarcely  ever  becoming  general. 
Pyramidal  cataract  is  the  re- 
sult of  centra]  perforating  nicer-  MugniQedseoUonofanaiilerior 
ation  of  the  cornea  in  early  life,  i«'ar'!«"™ct<.feifivenyai™'for- 

-'  '   mailon.    A  oomplolelajrurofbir- 

and  of  this  ophthalmia  neona-  sline  cajnule  lined  br  cells  1« 
tonim     is 

cause ;  it  is,  therefore,  often  asso-  TBBiCH 
elated  with  corneal  nebula.    The 

contact  between  the  espceed  part  of  the  lena-capsule  and 
the  inflamed  cornea,  which  occurs  when  the  aqueona  has 
escaped  through  the  hole  in  the  ulcer,  appears  to  set  up  the 
localized  subscapular  inflammation.  Iritis  in  very  early 
life  may  also  cause  similar  opacities  at  the  points  of  adhe- 
sion between  the  iris  and  lend. 

The  term  anterior  polar  cataract  is  applied  both  to  the 
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form  juat  described  and  to  certain  rare  cases  in  which  gen- 
eral cataract  b^ins  at  this  part  of  the  lens. 

3.  Cataract,  which  afterward  becomes  general,  may 
begin  as  a  thin  layer  at  the  middle  of  the  hinder  surface 
of  the  lens — posterior  polar  cataract.  Fig.  67,  There  are 
many  varieties,  but  in  general  the  pole  itself  shows  the 
most  change,  the  opacity  rafiiating  outward  from  it  in  more 
or  less  regular  spokes.  The  color  appears  grayish,  yellow- 
ish, or  even  brown,  because  seen  through  the  whole  thick- 
ness of  the  lens.  Sometimes  the  opacity  is  due  to  formations 
adherent  to  the  back  of  the  capsule — i.  e.,  in  front  of  the 
vitreous ;  but  this  can  seldom  be  proved  during  life.  Cata- 
ract beginning  at  the  posterior  pole  is  often  a  sign  of  dis- 
ease of  the  vitreous  depending  on  choroidal  mischief ;  it  is 
common  in  the  later  stages  of  retinitis  pigmentosa  and 
severe  choroiditis,  and  in  high  degrees  of  myopia  with  dis- 
ease of  the  vitreous.  The  prognosis,  therefore,  should 
always  be  guarded  in  a  case  of  cataract  where  the  prin- 
cii>al  part  of  the  opacity  is  in  this  position. 

When  a  cataract  forms  without  known  connection  with 
other  disease  of  the  eye,  it  is  said  to  be  primary.  The  term 
secondary  aataract  is  used  when  it  is  the  consequence  of 
some  local  disease,  such  as  severe  iridocyclitis,  glaucoma, 
detachment  of  the  retina,  or  the  growth  of  a  tumor  in  the 
eye.  Primary  cataract  is  symmetrical  in  most  cases,  but 
an  interval,  which  may  even  extend  to  several  years,  usually 
separates  iu  onset  in  the  two  eyes.  Secondary  cataract,  of 
course,  may  or  may  not  be  symmetrical. 

Diagnosis  of  Cataract.  The  subjective  .symptoms  of 
cataract  depend  solely  on  the  obstruction  and  distortion  of 
the  entering  light  by  the  opacities.  Objectively,  cataract 
is  shown  in  advanced  cases  by  the  white  or  gray  condition 
of  the  pupil  at  the  plane  of  the  iris;  in  earlier  stages  by 
whitish  opacity  in  the  lens  when  examined  by  focal  light 
(p.  64),  and  by  corresponding  dark  portions,  lines,  spota, 


or  patches  in  the  red  pupil  when  esamined  by  the  oph- 
thalmoscope mirror. 

Both  subjective  and  objective  symptoma  differ  with  the 
position  and  quantity  of  the  opacity.  When  the  whole 
lene  la  opaque  the  pupil  Is  uDiformly  whitish  ;  the  opacity 
lies  almost  on  a  level  with  the  iris,  no  space  intervening, 
and  consequently,  on  examining  by  focal  light  we  find  that 
the  iris  casta  no  ahadow  on  the  opacity  ;  the  brighteat  light 
from  the  mirror  will  not  penetrate  the  lens  in  quantity 
enough  to  illuminate  the  choroid,  and  hence  no  red  reflex 
will  be  obtained.  Such  a  cataract  is  said  to  be  mature  or 
"  ripe,"  and  the  affected  eye  will  be  in  ordinary  terma 
"blind.''  If  both  cataracts  be  equally  advanced,  the 
patient  will  be  unable  to  see  any  objects;  but  he  will  dis- 
tinguish quite  easily  between  light  and  shade  when  the  eye 
ia  alternately  covered  and  uncovered  in  ordinary  daylight, 
good  perception,  of  light,  p.  L,  and  will  tell  correctly  the 
position  of  a  candle  flame — good  projection.  The  pupils 
should  be  active  to  light  and  not  dilated,  the  tension 
normal. 

In  a  case  of  incipient  cataract  the  patient  complains  of 
gradual  failure  of  sight,  and  we  find  the  acuteness  of 
vision  impaired,  probably  more  in  one  eye  than  in  the 
other,  and  more  for  distant  than  for  near  objects.  In  the 
earliest  stages  of  senile  cataract  some  degree  of  myopia 
may  be  developed  (Chapter  XX.),  or,  owing  to  irr^ular 
refraction  by  the  lens,  the  patient  may  see  with  each  eye 
two  or  more  images  of  any  object  close  together — polyopia 
tmiocalari^.  If  he  can  still  read  moderate  type,  the  glasses 
appropriate  for  his  age  and  refraction,  though  ^ving  aome 
help,  do  not  remove  the  defect.  If,  as  is  usual,  he  be  pres- 
byopic, he  will  be  likely  to  chooae  over-strong  spectacles, 
and  to  place  objects  too  close  to  his  eyes,  so  as  to  obtain 
larger  retinal  images,  and  thua  compen.sate  for  want  of 
n  nuclear  cataract,  aa  the  axial  rays  of  light 
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are  most  obstructed,  sight  is  ofteu  better  when  the  pupil  is 
rather  large,  and  such  patienta  tel!  us  that  they  see  better 
in  a  dull  light,  or  with  the  back  to  the  window,  or  wlien 
shading  the  eyes  with  the  hand.  Id  the  cortical  and  more 
diffused  forms  this  symptom  is  less  marted. 

Ott  examining  by  focal  light,  the  pupil  having  been 
dilated,  an  immature  nuclear  eataTact  appears  as  a  yellow- 
ish, rather  deeply-seated  haze,  upon  which  a  shadow  is  cast 
by  the  iris  on  the  side  from  which  the  light  comes. 
Fig.  65,  3.  On  now  using  the  mirror  this  same  opacity 
appears  as  a  dull  bhir  in  the  area  of  the  red  pupil,  darkest 
at  the  centre,  and  graiiiially  thiuniug  off  on  all  sides,  so 
that,  at  the  margin  of   the  pupil,  the  full  red  choroidal 
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Nuolosr  cataract.  1.  SaoUon  oflena;  opacity  fleiiBest  at  conlre.  2.  Opacity 
•I  «eEii  by  tranamlttad  light  (opbthalmoecops  mirror)  with  dilatea  pupil. 
3.  Upaclty  SB  seen  by  refleclcd  light  (focal  lllumlnatlDn).  The  pujdl  la  Bup> 
pDOol  to  be  dilated  by  alropfne. 

reflex  may  still  be  present ;  the  details  of  the  fundus,  if 
still  visible,  are  obscured  by  the  hazy  lens,  the  haze  being 
thickest  when  we  look  through  the  centre  of  the  pupil. 
Fig.  65,  2.  If  the  opacity  be  dense  and  large,  a  faint  dull 
redness  will  be  visible,  and  that  only  at  the  border  of  the 

pupil. 

Oortical  opacitiaa,  if  small  and  confined  to  the  equator 
(or  edgel  of  the  lens,  do  not  interfere  with  sight;  they  are 
easily  detected  with  a  dilated  pupil  by  throwing  light  very 
obliquely  behind  the  iris.  When  large  and  encroaching 
on  the  pupil  they  are  visible  in  ordinary  daylight.  They 
occur  in  the  form  of  dots,  streaks,  or  wedges ;  seen  by  focal 
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light  they  are  whitish  or  grayish,  and  more  or  lesa  sharply 
defined  according  as  they  are  in  the  anterior  or  posterior 
layers.  Fig.  66,  3.  With  the  mirror  they  appear  hlack 
or  grayish,  and  of  rather  smaller  size.  Fig.  66,  2  ;  and  if 
the  intervening  substance  be  clear,  the  details  of  the  fundus 


preceding  fleore. 


can  be  seen  sharply  between  the  bars  of  opacity.  Some 
forms  of  cataract  begin  with  innumerable  minute  dots  in 
the  cortical  layer. 

Posterior  polar  opacities  are  seldom  visible  without  care- 
ful focal  illumination,  when  we  find  a  patchy  or  stellate 
figure  very  deeply  seated  in  the  axis  of  the  lens,  Fig.  67,  3 ; 
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Poalerior  polar  catarael.    Eeferencea  u  toRire. 

if  large  It  looks  concave  litte  the  bottom  of  a  shallow  cup. 
With  the  mirror  it  is  seen  as  a  dark  star.  Fig.  67,  2,  or 
network,  or  irregular  patch,  but  smaller  than  when  Been 
by  focal  light. 

The  diagnosis  of  lamellar  cataract  is  easy  if  its  nature 
be  understood,  but  by  begioners  it  is  often  diagm^sed  as 
"  nuclear."  The  patients  are  generally  children  or  young 
adults;  they  complain  of  "near  eight"  rather  than  of 
"  cataract ;"  for  the  opacity  is  not  usually  very  dense,  and 
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whether  the  refractiou  of  their  eyes  be  roully  myopic  or 
not,  they,  like  other  cataractoua  patients,  compensate  for 
(lull  retinal  images  by  holding  the  oliject  nearer,  and  so 
increasing  the  size  of  the  images.  The  acuteness  of  vision 
is  always  defective,  and  cannot  be  fully  remedied  by  any 
glasses.  They  often  see  rather  better  when  the  pupils  are 
dilated,  either  by  shading  the  eyes  or  by  means  of  atropine ; 
in  the  latter  case  convex  glasses  (+  4  or  +  4.5  D.)  are 
necessary  for  reading.  The  pupil  presents  a  deeply-seated, 
Blight  grayuess,  Fig.  68,  4,  and  when  dilated  with  atropine 
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the  outline  of  the  shell  of  opacity  ia  exposed  within  it. 
This  opacity  is  sharply  defined,  circular  and  whitish  by 
focal  light,  interspeiaed  in  many  cases  with  white  specks, 
which  at  its  equator  apjiear  aa  little  projections,  Fig.  68,  3. 
By  focal  illumination  we  easily  make  out  that  the  opacity 
consists  of  two  distinct  layers,  that  there  is  a  layer  of  clear 
lens-substance,  cortex,  in  front  of  the  anterior  layer,  and 
that  the  margin,  equator,  of  the  lens  is  clear.  By  the 
mirror  the  opacity  appears  as  a  disk  of  nearly  uniform 
grayish  or  dark  color,  sometimes  with  projections,  or 
darker  dots,  and  surrounded  by  a  zone  uf  bright-red 
reflection  from  the  fundus  corresponding  to  the  clear  mar- 
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gill  of  the  lens.  Fig.  G8,  2.  The  opacity  often  ap| 
rather  denser  at  its  boundary,  a  aort  of  ring  being  formi 
there ;  aud  in  some  cases  quite  large  spiculM  or  patcheai 
project  from  the  part.  Not  only  does  the  size  of  the  opaque 
lamella,  and,  therefore,  its  depth  from  the  surface  of  the 
leua,  differ  greatly  in  different  eusea,  but  its  thickness  or 
degree  of  opacity  varies  also.  The  disease  is  nearly  always 
symmetrical  in  the  two  eyes.  Occasionally  there  are  two 
sheila  of  opacity,  one  within  the  other,  separated  by  a  cer- 
tain amount  of  clear  lens-substance. 

The  lens  may  be  cataractous  at  birth — congenital  eata- 
met.  This  form,  of  which  there  are  several  varieties,  is 
nearly  always  symmetrical,  and  generally  involves  the 
whole  lens.  Ofteu  the  development  of  the  eyeball  is  de- 
fective, and  though  there  are  no  aynechiie,  the  iris  may  act 
badly  to  atropine.  Cases  are  seen  from  time  to  time  in 
which  juvenile  or  perhaps  congenital  cataract  appears  in 
many  members  of  a  family,  eveu  in  several  generations. 

Prognosis  op  Cataract,  a.  Course.  Although  opi 
ties  in  the  lens  never  clear  up,'  they  advance  with  i 
varying  rapidity  in  different  cases.  As  a  rough  rule, 
progress  of  a  general  cataract  is  rapid  in  proportion  to  tl 
youth  of  the  patient.  Cataracts  in  old  people  commonly 
take  from  one  to  three  years  in  reaching  maturity — some- 
times much  longer  ;  there  are  cases  of  nuclear  senile  cata- 
ract wliere  the  opacity  never  spreads  to  the  cortex,  and 
the  cataract  never  becomes  "  complete,"  though  it  may 
become  dry  and  "  ripe"  for  operation.  If  the  lens  be 
allowed  to  remain  very  long  after  it  is  opaque,  further 
degenerative  changes  generally  occur;  it  may 
harder  and  smaller,  calcareona  and  fatty  granules 
formed  in  it;  or  the  cortex  may  Lquefy  white  the  nuci 
remains  hard  {Morgagnian  cataraet).    A  congeni 


k 


<  Except  BomeUmea  Id  dlabetH.    Ohaptet  XXUI. 


CATARACT. 


201 


may  nnoergo  absorption  tiad  ahriDk  to  a  thin,  firm,  mem- 
branous disk.  Soft  cataract  in  young  adults,  from  what- 
ever cause,  is  generally  complete  in  a  few  mouths, 

b.  Sight.  The  prognosis  after  operation  is  good  when 
there  is  no  other  disease  of  the  eye,  and  when  the  patient 
(although  advanced  in  years)  is  in  fair  general  health.  It 
is  not  so  good  in  diabetes,  nor  when  the  patient  is  in 
obviously  bad  health,  the  eyes  being  then  less  tolerant  of 
operation.  In  the  lamellar  and  other  congenital  varieties 
it  must  be  guarded,  for  the  eyes  are  often  defective  in  other 
respects,  and  sometimes  very  intolerant  of  operation  ;  the 
intellect,  too,  ia  sometimes  defective,  rendering  the  patient 
less  able  to  make  proper  use  of  his  eyes.  In  traumatic 
cataract,  of  course,  everything  depends  on  the  details  of 
the  injury, but,  as  a  rule,  the  younger  the  patient  the  better 
the  prospect  of  a  quiet  and  uncomplicated  absorption  of 
the  lens. 

In  every  ease  of  immature  cataract,  the  vitreous  and 
fundus  should  be  carefully  esamined  by  the  ophthalmo' 
scope,  and  the  refraction  ascertained.  The  presence  of 
high  myopia  is  unfavorable,  and  the  same  is  true  of  opaci- 
ties in  the  vitreous,  indicating,  as  they  usually  do,  that  it 
is  fluid.  Any  disease  of  the  choroid  or  retina  will,  of 
course,  be  prejudicial  in  projmrtion  to  its  position  and  ex- 
tent. Ill  every  case  before  deciding  to  operate,  the  state 
of  the  conjunctiva  and  lachrymal  passages,  the  tension  of 
the  eye,  and  the  size  and  mobility  of  the  pupils  to  light, 
are  to  be  carefully  noted. 

Treatment.  In  the  early  stages  of  senile  and  nuclear 
cataract,  sight  is  improved  by  keeping  the  pupil  moderately 
dilated  with  a  weak  mydriatic  solution,  one-eighth  of  a 
grain  of  atropine  to  the  ounce,  useil  about  three  times  a 
week.  Dark  glasses,  by  allowing  some  dilatation  of  the 
pupil,  also  assist.  Btenopaic  glasses  are  sometimes  useful. 
With  these  exceptions,  nothing  except  operative  treatment 
9* 
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ia  of  any  use.  The  management  of  lamellar  cataract 
requires  separate  deacription. 

Operations  for  the  removal  of  cataract  are  of  three  kinds : 
1.  Extraction  of  the  leiis  entire  through  a  large  wound  in  the 
cornea,  or  at  the  eelero-corneal  junction,  the  lens-capaule 
remaining  behind.  By  a  few  operators  the  lens  is  removed 
entire  in  ita  capsule.  2.  For  soft  cataracts,  gradual  absorp- 
tion, by  the  agency  of  the  aqueous  humor  admitted  through 
needle  punctures  in  the  capsule,  just  as  after  accidental 
traumatic  cataract,  needle  operations,  soltUion,,  disdggion. 
The  operation  needs  repetition  two  or  three  times,  at  inter- 
vals of  a  few  weeks,  and  the  whole  process  therefore  occupies 
three  or  four  months.  3.  For  soft  cataracts,  removal  by 
curette  or  Duction  nyringe,  introduced  into  the  anterior  cham- 
ber through  a  small  wound  near  the  margin  of  the  cornea, 
the  whole  lens  having  been  freely  broken  up  by  a  discission 
operation  a  few  days  previously.  Chapter  XXII.  The 
use  of  the  suction  syringe  is  attended  by  risk  of  irido- 
cyclitis ;  evacuation  of  the  swollen  lens  along  the  groove 
of  a  curette  just  passed  into  the  wound  is  much  safer,  and 
is  almost  equally  effectual.  The  great  advantage  of  this 
method  over  that  of  gradual  absorption  is  the  saving  of 
time,  almost  the  whole  lens  being  removed  at  one  sitting. 

Extraction  is  necessary  for  cataracts  after  about  the  age 
of  forty.  The  tens  from  this  age  onward  is  so  firm  that  Its 
absorption  after  discission  occupies  a  much  longer  time 
than  in  childhood  and  youth;  moreover,  as  already  stated, 
the  swelling  of  the  lens  after  wound  of  the  capsule  is  less 
ea-sily  borne  as  age  advances,  and  hence  solution  operations 
become  not  only  slower  hut  attended  by  more  danger. 
Indeed,  though  suction  and  solution  operations  are  appli- 
cable up  to  about  the  age  of  thirty-five,  extraction  is  often 
practised  in  preference  at  a  much  earlier  age. 

If  one  eye  present  a  complete  cataract  while  the  sight  of 
the  other  is  perfect,  or  at  leadt  serviceable,  removal  of  the 
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cataract  will  confer  little  immediate  bene^t  on  the  patieDt. 
Indeed,  if  one  eye  be  Btill  fairly  good,  the  patient  will  often 
be  dissatisfied  by  finding  his  operated  eye  leaa  uacful  than 
he  expected,  perhaps  even  not  so  useful  as  the  other.  In 
senile  cataract,  therefore,  it  is  usually  best  not  to  operate 
so  long  as  the  lens  of  the  other  eye  remains  nearly  clear ; 
but  as  soon  as  it  becomea  sufficiently  aSected  to  interfere 
seriously  with  vision,  extraction  of  the  cataract  from  the 
first  eye  is  advisable,  provided  that  the  patient  has  a  fair 
prospect  of  life.  The  cataract  in  the  first  eye  may  be  over- 
ripe and  less  favorable  for  operation  if  it  be  left  until  the 
second  eye  is  quite  ready.  Tiie  removal  of  a  single  cata- 
ract in  young  persons  is  often  expedient  on  account  of 
appearance.  In  all  cases  of  single  cataract  it  must  be 
explained  that  after  the  operation  the  two  eyes  will  not 
work  together  on  account  of  the  extreme  difference  of 
refraction.     See  Anisometropia. 

Even  when  both  cataracts  are  mature  at  the  same  time, 
it  is  safer  to  remove  only  one  at  once,  because  the  after- 
treatment  is  more  easily  carried  out  upon  one  eye  than 
both,  and  because  after  the  double  operation  any  untoward 
result  in  one  eye  adds  to  the  difficulty  of  managing  its 
fellow ;  while  a  bad  result  after  single  extraction  enables 
us  to  take  especial  precautions,  or  to  modify  the  operation 
for  the  second  eye.  Even  if  the  patient  be  so  old  or  feeble 
that  the  second  eye  may  never  come  to  operation,  we  shall 
consult  his  interests  better  by  endeavoring  to  give  him  one 
good  eye  than  by  risking  a  bad  result  in  attempting  to 
restore  both  at  the  same  time. 

Cataract  occurring  after  the  age  of  forty  can  seldom  be 
safely  extracted  until  it  is  complete  or  "  ripe."  The  trans- 
parent portions  of  an  immature  cataract  cannot  be  com- 
pletely removed,  partly  because  they  are  sticky,  partly 
because  they  cannot  be  seen;  and,  remaining  behind  in 
the  eye,  they  act  aa    irritants,  and    often   set   up    iritis. 
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Incomplete  juvenile  CJitaract — e.g.,  lamellar  cataract,  may 
be  safely  ripened  by  tearing  the  capaule  with  a  needle  (see 
Dtsoisaion  and  Suction);  but  hard  cataract  cannot  be  so 
treated  because  the  lens  is  too  hard  to  absorb  the  arjueous 
well,  and  the  senile  eye  is  intolerant  of  injury  to  the  lens. 

Several  years  ago  Professor  Fiirater,  of  Breslau,  proposed  a 
plan  for  hastening  the  completion  of  very  alow  senile  cataracts ; 
immediately  after  the  iridectomy  he  bruises  the  lens  by  rubbing 
the  cornea  firmly  over  the  pupil  with  a  cataract  spoon  or  other 
smooth  instrument;  the  capiile  is  not  ruptured,  but  the  lens- 
fibres  are  broken  up  or  eo  changed  that  they  often  become 
opa(]ue  a  few  weeks  or  months  after.  Others  adopt  the  safer 
plan  of  bruiBiDg  the  lens  directly  by  means  of  a  small  bulbous 
spatula  passed  through  the  corneal  wound.  These  methods 
are  very  uncertain,  sometiraea  having  no  effect,  but  the  latter 
modification  may  be  employed  without  risk  in  aujtable  cases. 

The  principal  causes  of  bJlure  after  extraction  of  cataract 
are: 

1.  Hemorrhage  between  the  choroid  and  sclerotic  coming 
on,  usually  with  severe  pain,  immediately  after  the  opera- 
tion. The  blood  fills  the  eyeball,  and  often  oozes  from  the 
wound  and  soaks  through  the  bandage. 

2.  Suppuration,  beginning  in  the  corneal  wound,  spread- 
ing to  the  iris  and  vitreous,  and  in  many  to  the  entire  cor- 
nea, and  endmg  in  total  lose  of  the  eye.  It  occasionally 
takes  a  Ik^s  rapid  course,  and  stops  short  of  a  fatal  result. 
The  alarm  is  given  in  from  twelve  hours  to  about  three 
days  after  operation  by  the  ctccurrence  of  pain,  inflamma- 
tory cedema  of  the  lids,  particularly  the  free  border  of  the 
upper  lid,  and  the  appearance  of  some  muco-purulent  dis- 
charge. On  raising  the  lid  the  eye  is  found  to  be  greatly  con- 
gested, its  conjunctiva  cedematous,  the  edges  of  the  wound 
yellowish,  and  the  cornea  steamy  and  ha/,y.  In  very  rapid 
cases  the  pupil,  especially  near  to  the  wound,  will  already 
be  occupied  by  lymph.     Suppuration  ia  probably  always 
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caused  by  infection,  tbougli  the  source  of  the  mischief  of 
course,  often  remains  hidden.  Chronic  dacryocyatitia  ia  a 
very  dangerous  concomitant  of  cataract  operations,  the  pus 
escaping  through  the  puncta  and  infecting  the  wound. 
Suppuration  is  more  probable  if  the  wound  lie  in  clear 
corneal  tissue  than  if  it  be  partly  scleral,  aud  if  the  patient 
be  in  bad  or  feeble  health. 

The  use  of  hot  fomentations  for  an  hour  three  or  four 
times  a  day,  leeches  if  there  be  much  pain,  and  internally 
a  puT^,  followed  by  quinine  and  ammonia,  and  wine  or 
brandy  if  the  patient  be  feeble,  should  be  at  once  resorted  to. 
As  to  other  measures  opinions  differ.  From  what  I  have 
seen  of  my  own  cases  and  those  of  others,  I  am,  at  present, 
inclined  to  agree  with  Horner  and  those  who  direct  most 
attention  to  the  vigorous  antiseptic  treatment  of  the  wouud 
itself ;  I  have  found  that  the  actual  (galvano-)  cautery  ap- 
plied deeply  along  the  whole  length  of  the  wound,  or  wash' 
ing  out  the  wound,  and  the  anterior  chamber  if  necessary, 
with  freshly  prepared  chlorine  water,  are  more  successful 
than  any  other  measures  ;  they  should  be  assisted,  however, 
by  hot  fomentations  and  the  use  of  iodoform  or  of  weak 
lotions  of  chloride  of  zinc  or  bichloride  of  mercury,  and  by 
leaving  the  eye  open.'  But  only  in  the  cases  of  moderate 
rapidity  and  intensity  can  we  hope,  even  partly,  to  arrest 
the  disease,  for  the  great  majority  of  these  cases  go  on  to 
suppurative  panophthalmitis,  or  to  severe  plastic  irido- 
cyclitis with  opacity  of  cornea  and  shrinking  of  the  eyeball. 

3.  Iriiig  may  set  in  between  about  the  fourth  and  tenth 
days.  Here  also  pain,  cedema  of  the  eyelids,  and  chemosia 
are  the  earliest  symptoms.  There  is  lachrymation,  but  no 
muco-purulent  discharge,  and  the  cornea  and  wound  usu- 
ally remain  clear.  The  iris  is  discolored  (unless  it  happen 
to  be  naturally  greenish-brown),  and  the  pupil  dilates  badly 
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with  atropiue.  Whenever,  iii  a  case  presenting  such  symp- 
toms, a  good  exaKoination  is  rendered  difficult  on  accuunt 
of  the  photophobia,  iritis  should  be  suspected.  If  the  early 
Bymptoms  are  severe,  a  few  leeches  to  the  temple  are  very 
useful.  Atropiue  and  warmth  are  the  best  local  measures. 
If  atropine  irritate,  scopoline,  daturine,  or  duboisine  should 
be  tried  (F.  34,  36,  37). 

This  inflammation  is  plastic,  ending  tn  the  formation  of 
more  or  less  dense  membrane  in  the  pupil-  Such  mem- 
brane, by  contracitng  and  drawing  the  iris  with  it  toward 
the  operation  scar,  often  displaces  the  pupil.  Fig.  1.j8 
shows  this  in  an  extreme  degree.  The  membrane  is  formed 
partly  by  exudation  from  the  iris  ant!  ciliary  proeesses, 
iritis,  cyclitit,  partly  by  the  lens-capsule  and  its  proliforatcd 
endothelial  cells,  oapmlUi*.  Mixed  forma  of  chronic  kera- 
titis and  iritis  sometimes  occur,  the  corneal  haze  spreading 
from  the  wound  in  the  form  of  long  lines  or  stripes.  Iritis 
of  obstinately  plastic  type  is  llnble  to  occur  after  extraction 
of  cataract  in  diabetes. 

4.  The  iris  may  beocome  incarcerated  in  or  prolapse 
through  the  wound  at  the  operation,  or  a  few  days  after- 
ward by  the  reopening  of  a  weakly  united  wound.  When 
iridectomy  has  been  done  the  prolapse  appears  as  a  little 
dark  bulging  at  one  or  both  ends  of  the  wound,  and  often 
causes  prolonged  irritability  without  actual  iritis.  Tlie  best 
treatment  is  to  draw  the  protruding  part  further  out,  and 
to  cut  it  off  as  freely  as  possible,  as  in  accideutal  wounds. 
The  occurrence  of  prolapse  is  a  reason  for  Iceeping  the  eye 
tied  up  longer.  The  capsule  also  may  be  incarcerated  in 
or  adherent  to  the  wound  after  extraction,  suction,  or 
curette  (simple  linear}  extraction.  Ajler-vpemtiotu  are 
needed  if  the  pupil  be  much  obstructed  by  capsular  opaci- 
ties or  by  the  results  of  iritis ;  but  nothing  should  be  done 
until  active  symptoms  have  subsided  and  the  eye  been 
quiet  for  some  weeks. 
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Sight  after  tlie  remoral  of  cataract.  In  accounting  for 
the  state  of  the  sight  we  have  to  remember  that  the  acute- 
ness  of  sight  naturally  decreases  in  old  age ;  that  alight 
iritis,  producing  a  little  lilmy  opacity  in  the  pupil,  is  com- 
mon after  extraction  ;  and  that  some  eyes,  with  good  sight, 
remain  irritable  for  long  after  the  operation,  and  therefore 
cannot  be  much  used.  Thus,  putting  aside  the  graver 
ications,  we  find  that,  even  of  the  eyes  which  do  beat, 
only  a  moderate  proportion  reach  normal  acutenesB  of 
Cases  are  considered  good  when  the  patient  can 
with  his  glasses  read  anything  between  Nos.  1  and  14  Jaeger 
and  ]*j  Snellen;  but  a  much  less  satisfactory  result  than 
this  is  very  useful.  About  5  per  cent,  of  the  eyes  operated 
upon  are  lost  from  various  causes.  The  eye  is  rendered 
extremely  hypermetropic  by  removal  of  the  lens,  and  fru- 
qucutly  there  is  a  good  deal  of  astigmatism  due  to  flatten- 
ing of  that  meridian  of  the  cornea  which  is  at  a  right  angle 
with  the  operation  wound.  Strong  convex  glasses  are  neces- 
sary for  clear  vision ;  these  ahould  seldom  be  allowed  until 
three  months  after  the  operation,  and  at  first  they  should 
not  be  continuously  worn.  Two  pairs  are  needed:  one 
makes  the  eye  emmetropic,  and  gives  clear  distant  vision 
i{-f  10  or  11  D.);  the  other  (about  +  IS  D.)  is  for  reading, 
ISBwing,  etc.,  at  about  10"  (25  cm. )  as  during  strong  accom- 
modation. When  there  is  astigmatism  it  should  usually  be 
corrected.  As  all  accommodation  is  lost,  the  patient  has 
no  range  of  distinct  vision. 

Lamellar  cataract.  If  the  patient  can  see  enough  to  get 
on  fairly  well  at  school,  or  in  his  occupation,  it  may  be  best 
not  to  operate ;  but  when,  aa  is  the  rule,  the  opacity  is 
dense  enough  to  interfere  seriously  with  his  prospects, 
something  must  be  done.  The  choice  lies  between  artifi- 
dal  pnpil  when  the  clear  margin  is  wide  and  quite  free 
from  spicules,  and  solution  or  extraction  when  it  is  narrow, 
<4r  when  large  spicules  of  opacity  project  into  it  from  the 
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opaque  lamella.    Fig.  6S,    My  own  experience  is  decidedly^ 
iQ  favor  of  removing  the  lens  in  the  majority  of  cases.    A 
very  good  rule  is  to  operate  on  only  one  eye  at  a  time,  thus 
allowing  the  choice  of  a  different  operation  on  its  fellow. 

When  a  cataractous  eye  is  absolutely  blind  aome  more 
deeply-seated  disease  must  be  present,  and  no  operation 
should  be  undertaken  ;  and  when  projection  and  p.  I.  are 
bad  great  caution  is  needed. 

Cataract  following  ii;iury.  Severe  blows  on  the  eye  may 
be  followed  by  opacity  of  the  lens,  the  capsule  and  often 
the  suspensory  ligament  being  no  doubt  torn  in  some  part — 
eoiuitission  cataract.  Lawford  has  shown  that  rupture  of  the 
posterior  capsule  may  occur  from  a  blow,  while  the  anterior 
capsule  remains  intact {Op/Uh.  Rev.,  vi.  281).  Such  a  cata- 
ract may  remain  incomplete  and  stationary  for  an  indefi- 
nite period,  but  often  it  becomes  complete.  Trauinatie 
eataraet  proper  is  the  result  of  wound  of  the  lens-capaule ; 
the  aqueous  passing  through  the  aperture  is  imbibed  by  the 
lens-fibres,  which  swell  up,  become  opaque,  and  finally  dis- 
integrate and  are  absorbed.  The  opacity  begins  within  a 
few  hours  of  the  wound  ;  it  progresses  quickly  in  proportion 
as  the  wound  is  large  and  the  patient  young  ;  but  both  the 
symptoms  and  consequences  are  often  more  severe  in  old 
persons.  A  free  wound  of  the  capsule,  followed  by  rapid 
swelling  of  the  whole  lens,  may  give  rise,  especially  after 
middle  life,  to  severe  glaucomatous  symptoms  and  iritis. 
In  from  three  to  sis  months  a  wounded  lens  will  generally 
be  absorbed,  and  nothing  but  some  chalky-looking  detritus 
remain  in  connection  with  the  capsule.  A  very  fine  punc- 
ture of  the  lens  is  occasionally  followed  by  nothing  more 
than  a  small  patch  or  narrow  track  of  opacity,  or  by  very 
slowly  advancing  general  haze.  Occasionally  partial  opaci- 
ties of  the  lens  caused  by  injury  clear  up  entirely.  The 
objects  of  treatment  are  to  prevent  iritis  by  atropine,  and  by 
leeching  if  there  be  pain ;  it  ia  usually  safest  to  leave  tlie  , 


^ 


CATARACT. 


wounded  lens  to  become  absorbed,  but  we  must  be  prepared 
to  extract  it  by  linear  operation  or  suction  at  auy  time 
should  glaucoma,  iritis,  or  severe  irritation  arise.  A  con- 
cussion cataract,  however,  is  seldom  completely  absorbed ; 
the  lens  shrinks,  and  may  then  become  loosened  and  fall 
either  into  the  vitreous  or  aqueous  chamber,  I  believe, 
therefore,  that  it  is  usually  best  to  remove  by  operation  a 
cataract  following  a  blow.  It  will  often  be  observed  in 
both  these  forms  of  cataract  that  the  opacity  appears  at 
the  posterior  surface  of  the  lens  quite  early,  whether  the 
wound  have  (jenetrated  deeply  or  not. 

Dislocatioii  of  the  lens  in  its  capsule  is  usually  caused 
by  a  blow  on  the  eye,  but  may  be  spontaneous ;  it  is,  as  a 
nde,  only  partial,  The  iris  is  often  tremulous  where  its 
support  is  lost,  and  bulged  forward  at  some  other  part 
where  the  lens  rests  against  it ;  by  focal  light,  or  by  the 
ophthalmoscope,  the  free  edge  of  the  lens  can  be  seen  as  a 
curved  line  passing  across  the  pupil,  more  easily  if  the 
pupil  be  dilated. 
either  into  the 


More  rarely  the  dislocation  is  complete, 
vitreous  or  into  the  anterior  chaniber.     A 
full-sized  lens  dislocated  into  the  anterior  chamber  causes 


acut«  glaucoma.  Glaucoma,  acute  or  chronic,  may  also 
follow  at  any  time  after  a  dislocation,  either  partial  or 
complete,  into  the  vitreous.  Dislocated  lenses  often  be- 
come opaque  and  shrunken,  and  then  either  remain  loose 
or  become  adherent,  and  in  either  event  are  likely,  sooner 
or  later,  to  set  up  irritation  and  pain.  Such  a  lens  may 
sometimes  be  made  to  pass  at  will  through  the  pupil  by 
altering  the  position  of  the  head.  The  edge  of  a  trans- 
parent lens  in  the  vitreous  appears,  by  the  mirror,  as  a 
dark  line ;  when  in  the  anterior  chamber  it  appears  as  a 
bright  line,  by  focal  illuminatioo.  If  the  lens  be  dislocated 
into  the  anterior  chamber  it  is  necessary  to  extract  it;  a 
myotic  should  first  he  used  to  prevent  backward  displace- 
ment of  the  lens  into  the  vitreous.     If  the  lens  be  fl 
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freely  in  the  vitreous  it  is  impossible  to  remove  it ;  if  it  be 
only  partially  dislocated  it  may  be  removed  by  the  hook 
or  spoon.  Congenital  dislocation,  ectopia  lentis,  is  due  to 
defective  development  of  the  suspensory  ligament;  it  is 
often  accompanied  by  other  defects  of  development,  such 
as  coloboma. 

For  dislocation  of  lens  beneath  conjunctiva  in  rupture 
of  the  eye,  see  p.  179. 
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DISEABES   OF   THE  CHOROID, 


The  choroid  is,  nest  to  the  ciliary  procesBes,  the  most 
vascular  part  of  the  eyeball,  and  from  it  the  outer  layers 
of  the  retina  certainly,  and  the  vitreous  humor  probably, 
arc  mainly  nourished.  Inflammatory  and  degenerative 
changes  often  occur,  some  of  them  entirely  local,  aa  in 
myopia ;  others  symptomatic  or  constitutional  or  of  gener- 
alized disease,  such  aa  syphilis  and  tuberculosis.  Choro- 
iditis, unlike  inflammations  of  its  continuations,  the  uiliary 
body  and  iris,  is  seldom  shown  by  external  congestion  or 
severe  pain ;  and  as  none  of  its  symptoms  are  characteris- 
tic, the  diagnosis  rests  chiefly  on  ophthalmoscopic  evidence. 

Blemishea  or  scars,  permanent  and  easily  seen,  nearly 
always  follow  disease  of  the  choroid,  and  such  spots  and 
patches  are  often  as  useful  for  diagnosis  aa  cicatrices  on 
the  skin,  and  deserve  as  careful  study.  The  retina  lying 
over  an  inflamed  choroid  often  takes  on  active  changes,  or 
Incomes  atrophied  afterward ;  but  in  other  case«,  marked 
by  equally  severe  changes,  the  retina  is  uninjured.  Indeed, 
there  is  sometimes  difficulty  in  deciding  which  of  these  two 
structures  was  first  affected,  especially  aa  changes  in  the 
pigment  epithelium,  which  is  really  part  of  the  retina,  are 
OS  often  the  result  of  deep-seated  retinitis,  or  retinal  hem- 
orrhage, as  of  superficial  choroiditis.  Patches  of  aocumu- 
lated  pigment,  though  usually  indicating  spots  of  former 
choroiditis,  are  sometimes  the  result  of  bleeding,  either 
from  retinal  or  choroidal  vessels,  and  their  correct  inter- 
pretation may  therefore  be  difficult. 
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Appearances  in  liealth.  The  choroid  U  composed  chiefly 
of  bloodveasela  and  of  cells  coutaioiog  dark-brown  pigment. 
The  ((uaHtity  of  pigment  varies  in  different  eyes,  and  to  some 
degree  in  different  parts  of  the  same  eye ;  it  is  scanty  in 
early  childhood,  and  in  persons  of  fair  complexion  ;  more 
abundant  in  persooB  with  darli  or  red  hair,  browu  irides, 
or  freckled  skin  ;  more  plentiful  in  the  region  of  the  yellow 
spot  than  elsewhere.  In  old  age  the  pigment  epithelium 
becomes  paler.  When  examining  the  choroid  we  need  to 
think  of  four  parts:  (1)  the  retinal  pigmented  epithelium, 
which  ia  for  ophthalmoscopic  purposes  choroidal,  seen  in 
the  erect  image  as  a  fine  dark  stippling ;  (2)  the  capillary 
layer,  chorio-capillaris,  just  beneath  the  epithelium,  form- 
ing a  very  close  meshwork,  the  separate  vessels  of  which 
are  not  visible  in  life ;  (3)  the  larger  bloodvessels,  often 
easily  visible  ;  (4)  the  pigmented  connective- tissue  cells  of 
the  choroid  proper,  which  lie  between  the  larger  vessels. 

In  the  majority  of  eyes  these  four  structures  are  so  toned 
as  to  give  a  nearly  uniform,  full  red  color  by  the  ophthal- 
moscope, blood-color  predominating.  In  very  dark  races 
the  pigment  is  so  excessive  tiiat  the  fundus  has  an  uniform 
slaty  color.  In  very  fair  persons,  and  young  children,  the 
deep  pigment  (4)  is  so  scanty  that  the  large  vessels  are  sepa- 
rated by  spaces  of  lighter  color  than  themselves.  Fig.  33. 
In  dark  persons  these  same  spaces  are  of  a  deeper  hue  than 
the  vessels,  the  latter  appearing  like  light  streams  separated 
by  dark  islands.  See  upper  part  of  Fig.  71.  Near  to  the 
disk  and  y.  s.  the  vessels  are  extremely  abundant  and  very 
tortuous,  the  ioterspaces  being  small  and  irregular ;  but 
toward  and  in  front  of  the  equator  the  veins  take  a  nearly 
straight  course,  converging  toward  the  vena  vQAieo»<e,  and 
the  islands  are  larger  and  elongated.  The  veins  are  much 
more  numerous  and  larger  than  the  arteries,  Fig.  70,  but 
we  cannot  often  distinguish  between  them  in  life.  The 
veaseis  of  the  choroid,  unlike  those  of  the  retina,  present  no 
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light  streak  along  the  centre.  The  pigment  epithelium 
and  the  capillary  layer  tone  down  the  above  contraata,  and 
so  in  old  age,  when  the  epithelial  pigment  ia  bleached,  or 
if  the  capillary  layer  be  atrophied  after  superficial  choroid- 
itia.  Fig.  71,  o  and  b,  the  above  distinctiona  become  very 


A  vertical  section  of  naturally  injected  human  choroid 
is  shown  in  Fig.  69;  the  uppermoat  dark  line  (1)  ia  the 
pigment  epithelium ;  next  are  seen  the  capillary  vessels 
(2),  cut  across ;  then  the  more  deeply-seated  large  vessels 
(_3),  and  the  deep  layer  of  stellate  pigracnt-cella  of  the 
choroid  proper  (4),  Fig.  70  ia  from  an  artificially  injected 
human  choroid  seen  from  the  ioner  surface.     The  shaded 
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portion  is  intended  to  represent  the  general  effect  produced 
by  all  the  vessels  and  the  pigment  epithelium.  The  lowest 
part  shows  the  large  vessels  with  their  elongated  interspaces, 
as  may  be  aeen  in  a  case  where  the  pigment  epithelium  and 
chorio-capillaris  are  atrophied,  Fig.  71,  b;  in  a  dark  eye 
the  interspaces  in  Fig.  70  would  be  darker  than  the  vessels. 
The  middle  part  shows  the  capillaries  without  the  pigment 
epithelium.  Both  figures  are  magnified  about  four  times  as 
much  as  the  image  in  the  indirect  ophthalmoscopic  exam- 
ination. 


Ophthalmorcopic  Signs  of  Diseabe  of  the  Choroid, 

The  changes  usually  met  with  are  indicative  of  atrophy. 
This  may  be  partial  or  complete ;  primary,  or  following 
inflammation  or  hemorrhage;  in  circumscribed  spots  and 
patches,  or  in  large  and  less  abruptly  bounded  areas. 
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Secoudary  changes  are  often  present  iu  the  correspond- 
ing parta  of  the  retina.  The  chief  signs  of  atrophy  of  the 
choroid  are :  (1)  the  subatitution  of  a  paler  color,  varying 


Veasels  of  human  ohnroia  artlflrlally  Injecleii 
rftp[narfea  too  ilark  ani  rolher  too  ninall  Tba  i: 
meant  (o  represent  tbe  effect  of  tbepl^meiHepitliell 

from  pale  red  to  yellowish -white,  for  the  full  red  of  health, 
the  subjacent  white  aclerotic  being  more  or  less  visible 
where  the  atrophic  changes  have  occurred  ;  (2j  black  pia 
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r  rings,  and  in  varying  quantity, 
ind  the  pale  patches.  These  pignieutations 
result,  first,  from  disturbance  and  heaping  together  of  the 
normal  pigment ;  second,  from  increase  iu  its  quantity ; 
third,  from  blood-coloriug  matter  left  after  extravasations. 
Patches  of  primary  atrophy — e.  g.,  in  myopia — are  never 
much  pigmented  unless  bleeding  has  taken  place.  The 
amount  of  pigmentation  in  atrophy  following  choroiditis  is 
closely  related  to  that  of  the  healthy  choroid — i.  e.,  to  the 
complesioQ  of  the  persou. 
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Atrophy  ■fler  ayphtlHlc  choroiditis,  showliig  TariooH  deijreea  of  wasting 
(HurcnnisoN),  a.  AliDphj"  of  pigment  epitbulliim.  b.  Alropliy  of  eplihe- 
lium  *ntl  cliorla-ca.p|]]arii ;  tbe  large  TCBsela  exposed,  c.  Spots  of  compiele 
uroph}',  many  with  pigment  aocnmulalion. 

Pigment  at  the  fundus  may  lie  in  the  retina  as  well  as 
in  or  on  the  choroid,  and  this  is  true  whatever  may  have 
been  its  origin,  for  iu  choroiditis  with  secondary  retinitis 
the  choroidal  pigment  often  passes  forward  into  the  retina. 
When  a  spot  of  pigment  is  distinctly  seen  to  cover  a  reti- 
nal vessel  that  spot  must  he  not  only  in,  but  very  near 
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the  anterior  (inner)  surface  of,  the  retiDa  ;  and  when  the 
pigment  has  a  linear,  mossy  or  laee-like  pattern.  Fig.  81, 
it  19  always  in  the  retina ;  these  are  the  only  conclusive 
testa  of  its  position. 

It  is  important,  and  usually  easy,  to  distinguish  hetween 
partial  aud  complete  atrophy  of  the  choroid.  In  mper- 
fidal  atrophy,  affecting  the  pigment  epithelium  aud  capil- 
lary layer,  the  large  vessels  are  peculiarly  distinct.  Fig. 
71,  (I  and  h.  Such  ' '  capillary  "  or  "  epithelial "  choriditis 
often  covers  a  large  surface,  the  boundaries  of  which  are 
sometimes  well-detiued,  sinuous  and  map-like,  but  are  as 
often  ilt-miirked  ;  in  the  latter  case  we  must  carefully  com- 
pare different  parts  of  the  fundus,  and  also  make  allowance 
for  the  patient's  age  and  complexion.  Complete  atrophy 
is  shown  by  the  presence  of  patches  of  white  or  yellowish- 
white  color  of  all  possible  variations  in  size,  with  sharply- 
cut,  circular  or  undulating  borders,  and  with  or  without 
pigment  accumulations.  Fig.  71,  e.  The  retinal  vessels 
pass  unobscurbed  over  patches  of  atrophied  choroid,  prov- 
ing that  the  appearance  is  caused  by  some  change  deeper 
than  the  surface  of  the  retina. 

If  the  patient  comes  with  recent  cJwroiditis  we  also  often 
see  patches  of  palish  color,  hut  they  are  less  sharply 
bounded,  and  frequently  of  a  grayer  or  whiter  (less  yellow) 
color  than  patches  of  atrophy ;  moreover  the  edge  of  such 
a  pat«h  ie  softened,  the  texture  of  the  choroid  being  dimly 
visible  there,  because  only  partly  veiled  by  exudation.  If 
the  overlying  retina  be  unaffected  its  vessels  are  clearly 
seen  over  tlie  diseased  part,  but  if  the  retina  itself  is  hazy 
or  opaque  the  exact  seat  of  the  exudation  often  cannot  be 
at  once  decided ;  and  this  difficulty  is  often  increased  by 
the  hazy  state  of  the  vitreous. 

Syphilitic  choroiditis  begins  in,  and  is  often  confined  to, 
the  inner  (capillary)  layer  of  the  choroid,  Fig.  72,  and 
hence  it  often  affects  the  retina.     lu  miliary  tuhercultnis 
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of  the  choroid  the  overlying  retina  is  clear,  and  the  growth 
is,  for  the  moat  part,  deeply  seated.  Fig.  73.  After  very 
severe  choroiditis,  or  extensive  hemorrhage,  absorption  is 
often  incomplete ;  we  find  then,  in  addition  to  atrophy, 
gray  or  white  patches,  or  lines,  which,  in   pattern  and 


Minute  cindBtiona  [Qto  Inner  Urer  of  chorofd  [□  a7p1>illtlo  cboroldltla. 
PlgDieat  epithelium  adherent  over  tbe  eindatloDa,  but  elaewherehaa  been 
washed  <M.    Ch.  Choroid.    Sd.  Sclerotic.    X  ^■ 

appearance,  remind  us  of  keloid  scars  in  the  skin,  or  of 
patches  and  lines  of  old  thickening  on  serous  membranes. 

Very  characteristic  changes  are  seen  after  ruplure  of  ilie 
choroid  from  sudden  stretching  cansed  by  blows  on  the  front 
of  the  eye.  These  ruptures,  always  situated  in  the  central 
region,  occur  in  the  form  of  long  tapering  lines  of  atrophy, 
usually  curved  toward  the  disk,  and  sometimes  branched, 


ipacalivelr  diihI 
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Fig.  74 ;  their  borders  are  often  pigmented.  If  seen  soon 
after  the  blow,  the  rent  is  more  or  less  hidden  by  blood, 
and  the  retina  over  it  is  hazy. 

The  pathological  condition  known  as  "  colloid  disease" 
of  the  choroid  consists  in  the  growth  of  very  small  hyaline 
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Dodules,  soft  at  first,  afterward  becotnitig  Imril  like  gtass, 
from  the  thiu  lamina  eloKtica  whicb  lies  between  the  pig- 
ment epithelium  aad  chorio-capillaris.     It  is  common  id 


Ruptiini  of  choroid.      (Wecker) 

eyes  excised  for  old  inflammatory  mischief,  and  in  partial 
atrophy  after  choroiditis.  Fig.  75.  But  little  is  known 
of  its  ophthalmoscopic  equivalent,  or  its  clinical  characters. 
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Probably  it  may  result  from  various  forms  of  choroiditis, 
and  may  also  be  a  natural  aenile  change. 

Meniorrliage  from  the  choroidal  vessels  is  not  so  often 
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reo^nized  aa  from  those  of  the  retiua,  but  iiiuy  be  seen 
Bometimes,  especially  in  old  people  and  in  highly  myopic 
eyes.  The  patehea  are  more  rounded  than  retinal  liemor- 
rhages,  and  we  can  sometimes  reco^i/e  the  atriation  of  the 
overlying  retina.  Occasionally  they  are  of  immense  size. 
Patches  of  atrophy  may  follow. 

Clinicai,  Forms  of  Choroidal  Disease. 

1.  Numerous  discrete  patchea  of  choroidal  atrophy  (some- 
times complete,  as  if  a  round  bit  had  been  punched  out,  in 
others  incomplete,  though  equally  round  and  well  defined) 
are  acattered  in  different  parts  of  the  fundus,  but  are  most 
abundant  toward  the  periphery ;  or,  if  scanty,  are  found 
only  in  the  latter  situation.  They  are  more  or  less  pig- 
mented, unless  the  patient's  complexion  is  extremely  fair. 
Fig.  71,  c. 

2.  The  disease  haa  the  aame  diatribution,  but  the  patches 
are  confluent ;  or  large  areas  of  incomplete  atrophy,  pa^e- 
ing  by  not  very  well-defined  boundaries  into  the  healthy 
choroid  around,  are  interspersed  with  a  certain  number  of 
separate  patehcB ;  or  without  separate  patches  there  may 
be  a  widely  spread  superficial  atrophy  with  pigmentation. 
Fig.  71,  a  and  h. 

These  two  types  of  chornidilh  disseminata  run  into  one 
another,  different  names  being  used  by  authors  to  indicate 
topographical  varieties.  Generally  both  eyes  are  aflected, 
though  unequally ;  but  in  some  cases  one  eye  escapes.  The 
retina  and  disk  often  show  signs  of  past  or  present  inflam- 
mation. 

Syphilis  is  by  far  the  moat  frequent  cause  of  symmetrical 
disaemisated  choroiditis.  The  choroiditis  begins  from  one 
to  three  years  after  the  primary  disease,  whether  this  be 
acquired  or  inherited  ;  occasionally  at  a  later  period. 

The  discrete  variety,  Fig.  71,  e,  where  the  patches,  though 
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usually  involving  the  whole  thicknesa  of  the  ohoroid,  are 
not  connected  by  areas  of  superficial  change,  is  the  least 
serious  form,  unless  the  patches  are  very  abundant.  A 
moderate  number  of  such  patches,  confined  to  the  periphery, 
cause  no  appreciable  damage  to  sight.  The  more  super- 
ficial and  widely-spread  varieties,  iu  which  the  retina  and 
disk  are  inflamed  from  the  first,  are  far  more  serious.  The 
capillary  layer  of  the  choroid  seldom  again  becomes  healthy, 
and  with  its  atrophy,  even  if  the  deeper  vessels  be  not  much 
changed,  the  retina  suffers,  passing  into  slowly  progressing 
atrophy.  The  retina  often  becomes  pigmented,  Fig.  81,  its 
bloodvessels  extremely  narrowed,  bordered  by  white  lines 
or  sheathed  in  pigment,  and  the  disk  passes  into  a  peculiar 
hazy -yellowish  atrophy,  "wasy  disk"  (Hutchinson);  "  cho- 
roiditic  atrophy"  (Gowers).  The  appearances  may  closely 
imitate  those  in  true  retinitis  pigmentosa,  and  the  patient, 
as  in  that  disease,  often  suffers  from  marked  night-blind- 
ness. Such  patients  continue  to  get  slowly  worse  for  many 
years,  and  may  become  nearly  blind. 

Syphilitic  choroiditis  generally  gives  rise,  at  an  early 
date,  to  opacities  in  the  vitfeous ;  these  either  form  large, 
easily  seen,  slowly  floating,  ill-defined  clouds,  or  are  8o 
minute  and  numerous  as  to  cause  a  diffuse  and  somewhat 
dense  haziness,  "  duat-like  opacities,"  (Forster).  Chapter 
XVI.  Some  of  the  larger  ones  may  be  permanent.  In  the 
advanced  stages,  as  in  true  retinitis  pigmentosa,  posterior 
polar  cataract  is  sometimes  developed. 

There  are  no  constant  differences  between  choroiditis  in 
acquired  and  in  inherited  syphilis ;  in  many  cases  it  would 
be  impossible  to  guess,  from  the  ophthalmoscopic  changes, 
with  which  form  of  the  disease  we  had  to  do.  But  there 
is,  on  the  whole,  a  greater  tendency  toward  pigmentation  in 
the  choroiditis  of  hereditary  than  in  that  of  acquired  syph- 
ilis, and  this  applies  both  to  the  choroidal  patches  and  to 
the  subsequent  retinal  pigmentation. 
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In  the  treatmeut  of  ayphilitic  choroiditis  we  rely  almost 
entirely  on  the  cooatitutional  remedies  for  syphilis — mer- 
cury and  iodide  of  potassium.  In  cases  which  are  treated 
early,  sight  is  much  benefited,  and  the  visible  exudations 
quickly  melt  away  under  mercury ;  but  I  believe  that  cveo 
in  these  complete  restitution  seldom  takes  place,  the  nutri- 
tion and  arrangement  of  the  pigment  epithelium  and  bacil- 
lary  layer  of  the  retina  being  quickly  and  permanently 
damaged  by  exudations  into  or  upon  the  chorio-capiliaris, 
as  iu  Fig.  72.  In  the  latter  periods,  when  the  choroid  is 
thinned  by  atrophy,  or  its  inner  surface  roughened  by  little 
outgrowths.  Fig.  73,  or  when  adhesions  and  cicatricial  con- 
tractions have  occurred  between  it  and  the  retina,  nothing 
can  be  done.  A  long  mercurial  course  should,  however, 
always  be  tried  if  the  sight  be  still  failing,  even  if  the 
changes  all  look  old ;  for  in  some  caaes,  even  of  very  long 
standing,  fresh  failure  takes  place  from  time  to  time,  and 
mercury  baa  a  very  marked  influence.  In  acute  cases  rest 
of  the  eyes  in  a  darkened  room,  and  the  employment  of 
the  artificial  leech  or  of  dry  cupping  at  intervals  of  a  few 
days,  for  some  weeks,  are  useful.  But  it  is  often  difficult 
to  ensure  such  functional  rest,  for  the  patients  seldom  have 
pain  or  other  discomfort. 

Disseminated  choroiditis  sometimes  occurs  without  ascer- 
tainable evidence  of  syphiUs,  chiefly  about  the  age  of 
puberty.  Such  cases  often  differ  in  some  of  their  ophthal- 
moscopic detaUa  from  ordinary  syphilitic  cases,  especially 
in  the  immunity  of  the  retina  and  disk ;  and  also  in  the 
absence  of  tendency  to  recur.  It  is  but  seldom  that  any 
definite  cause,  such  as  exposure  to  bright  light,  can  be 
plausibly  assigned. 

In  choroiditis  from  any  cause  iritis  may  occur. 

3.  The  choroidal  disease  is  limited  to  the  central  region. 
There  are  many  varieties  of  such  localized  change. 

In  myopia  the  elongation  which  occurs  at  the  posterior 
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pole  of  the  eye  very  often  causes  atrophy  of  the  choroidal 
coutiguoua  to  the  disk,  and  usually  only  on  the  side  nest 
the  yellow  spot  (see  Myopia).  The  term  poMerior  daphy- 
lonia  IB  applied  to  this  form  of  disease  when  the  eye  ia 
myopic,  because  the  atrophy  is  a  sign  of  posterior  bulging 
of  the  sclerotic.  The  term  scleroHco-ehoroidUis  pogterwr  ia 
often  used,  though  we  but  seldom  see  evidence  of  exudative 
changes  or  hemorrht^ic  effusions  at  the  fundus  in  myopia. 
A  similar  crescent,  bufseldom  of  great  width,  is  very  com- 
monly seen  bounding  the  lower  margin  of  the  disk  in  astig- 
matic eyes  ;  its  widest  part  nearly  always  corresponds  with 
the  direction  of  the  meridian  of  greatest  curvature  of  the 
cornea.  Chapter  XX.  A  narrow  and  leas  conspicuous 
crescent  or  zone  of  atrophy  around  the  disk  is  seen  in  some 
other  states,  notably  in  old  persons,  and  in  glaucoma.  Sepa- 
rate round  patches  of  complete  atrophy,  "  punched-out 
patches,"  at  the  central  region  may  occur  in  myopia  with 
the  above-mentioned  staphyloma,  and  must  not  then  be 
ascribed  to  syphilitic  choroiditis;  In  other  cases  of  myopia 
ill-defined  partial  atrophy  is  seen  about  the  y-  s,,  sometimes 
with  spilts  or  lines  running  horizontally  toward  the  disk. 

Central  senile  choroiditiB.  Several  varieties  of  disease 
confined  to  the  region  of  the  y.  s.  and  disks  are  seen,  and 
chicfiy  in  old  persons.  One  of  these,  known  as  central  senile 
areolar  choroiditis,  is  characterized  by  a  white  patch,  oft«n 
very  large,  occupying  the  whole  central  region  of  the  fun- 
dus ;  the  particularly  striking  and  rather  rare  form  shown 
in  Fig.  7G  may  be  a  late  stage  of  the  former.  In  others  a 
larger  but  less  defined  area  is  affected ;  some  of  these  ap- 
pearances undoubtedly  result  from  large  choroidal  or  reti- 
nal extravasation.  In  these  areatod  forms  the  large  deep 
vessels  are  often  much  narrowed,  or  even  converted  into 
white  lines  devoid  of  blood-color,  by  thickening  of  their 
coats.  In  another  form,  Fig,  77,  the  central  region  is  occu- 
pied by  a  number  of  small  white  or  yellowish- white  dote, 
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disks  ave  Horaetimea  decidedly  pale ;  when  very  abundant 
the  spots  coalesce,  and  some  pigmentation  is  found.  The 
pathological  anatomy  and  general  relations  of  this  disease 
are  incompletely  known,  but  the  white  dots  are  probably 
due  to  a  hyaline  degeneration  of  the  pigment  epithelium 
of  the  retina;  it  was  first  described  by  Hutchinson  and 
Tay,  and  is  tolerably  common.  It  is  symmetrical,  and  the 
changes  may  sometimes  be  mistaken  for  a  slight  albuminuric 
retinitis.  No  treatment  seems  to  have  any  influence.  Every 
caae  of  immature  cataract  should,  when  possible,  be  exam- 
ined for  central  choroidal  changes. 

4.  Suppurative  choroiditis  and  iridochoroiditia.  In  this 
affection  an  exudation  into  the  vitreous  is  produced,  which 
appears  as  a  yellow  mass  iu  the  fundus  of  the  eye.  The 
inflammation  spreads  to  the  ciliary  body  and  iris,  and  the 
whole  globe  becomes  congested ;  panophthalmitis  may  set 
in,  or  the  eye  may  uudei^o  softening  and  shrink.  This  is 
due  to  (1 )  infection  by  pyogenic  organisms  from  penetrating 
wounds  or  perforating  ulcera ;  (2)  infection  from  within  by 
septic  embolism  as  in  pyainiia  (metastatic  choroiditis),  or 
by  extension  of  inflammation  from  behind  as  in  thrombosis 
of  the  orbital  veins,  and  in  meningitis.  The  latter  occurs 
mostly  iu  children,  and  is  sometimes  known  a&  psendo-gUoma 
from  its  resemblance  to  glioma  of  the  retina.  In  these 
cases  iritic  adhesions  are  usually  present,  T.  is  — ,  the  eye 
somewhat  shrunken,  the  anterior  chamber  deep  at  its 
periphery,  while  absent  or  shallow  at  the  centre.  There  is 
often  the  history  of  some  iilness  with  a  definite  inflamma- 
tion of  the  eye  before  the  change  is  noticed  in  the  pupil. 
The  differential  diagnosis  from  glioma  is  occasionally  very 
difficult,  and  in  case  of  doubt  it  is  better  to  excise  the  eye 
(see  Glioma,  Chapter  XVIII.) 

.'>.  Anomalous  forms  of  choroidal  disease.  Single  large 
patches  of  atrophy,  with  pigmentation,  not  located  iu  any 
particular  part,  are  occasionally  met  with.    Probably  some 
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of  these  have  foil  owed  the  absorption  of  tubercular  growtlis 
in  the  choroid,  while  others  are  the  result  of  lai^e  sponta- 
Deous  hemorrhages.  A  blow  by  a  blunt  object  on  the  scle- 
rotic causing  local  bleeding,  or  inflammation  and  subse- 
quent atrophy,  may  account  for  such  a  patch  at  the 
anterior  part  of  the  fundus.  Single  large  patches  of  exu- 
dation are  also  met  with,  and  are  perhaps  tubercular. 

Choroidal  dineajte  in  diaeemiuated  patches  seems  some- 
times to  depend  upon  numerous  scattered  hemorrhages  into 
the  choroid,  which  may  occur  at  different  dates,  and  may 
lead  to  patches  of  partial  atrophy  with  pigmentation.  The 
local  cause  of  such  hemorrhages  is  obscure;  the  disease 
may  occur  in  one  eye  or  both,  and  in  young  adults  of  either 
sex.  It  tnay  perha|>s  be  called  hemorrhagic  choroiditis 
(compare  Chapter  XVI.)  Although  the  changes  produced 
are  very  gross,  some  of  these  patients  regain  almost  perfect 
sight — a  fact  perhaps  pointing  to  the  deep  layers  of  the 
choroid  as  the  seat  of  disease.  It  is  possible  tliat  over-use 
of  the  eyes,  or  exposure  to  great  heat  or  glare,  sometimes 
causes  choroiditis. 

Single  Bpota  of  choroidal  atrophy,  especially  toward  the 
periphery,  should,  no  less  than  abundant  changes,  always 
excite  grave  suspicion  of  former  syphilis,  and  often  furnish 
valuable  corroborative  evident*  of  that  disease.  The  i>eriph- 
ery  cannot  be  fully  examined  unless  the  pupil  be  widely 
dilated.  A  few  small,  scattered  spots  of  black  pigment  on 
the  choroid,  or  in  the  retina,  without  evidence  of  atrophy 
of  the  choroid,  often  indicate  former  hemorrhages.  Such 
spots  are  seen  after  recovery  from  albuminuric  retinitis 
with  hemorrhages,  after  blows  on  the  eye,  and  sometimes 
without  any  relevant  history. 

Congestion  of  the  choroid  is  not  commonly  recognizable 
by  the  ophthalmoscope.  That  active  coogeation  docs  occur 
Is  certain,  and  it  would  seem  that  myopic  eyes  are  espe- 
cially liable  to  it,  particularly  when  over-used  or  exposed 
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to  bright  light  and  great  heat.  Serious  hemorrhage  may 
undoubtedly  be  excited  under  such  circumstances.  In  con- 
ditions of  extreme  ansBmia  the  whole  choroid  becomes 
unmistakably  pale. 

Coloboma  of  the  choroid,  congenital  deficiency  of  the 
lower  part,  is  shown  ophthalmoscopically  by  a  large  sur- 
face of  exposed  sclerotic,  often  embracing  the  disk,  which 
is  then  much  altered  in  form,  and  may  be  hardly  recog- 
nizable, and  extending  downward  to  the  periphery,  where 
it  often  narrows  to  a  mere  line  or  chink.  The  surface  of 
the  sclerotic,  as  judged  by  the  course  of  the  retinal  vessels, 
id  often  very  irregular,  from  bulging  of  its  floor  backward. 
The  coloboma  is  occasionally  limited  to  the  part  around 
tlie  nerve,  or  may  form  a  separate  patch.  Coloboma  of 
tlic  choroid  is  often  seen  without  coloboma  of  the  iris,  and 
when  both  exist  a  bridge  of  choroidal  tissue  generally  sepa- 
rates them  in  the  region  of  the  ciliary  body.  Cases  of 
8»vcalled  coloboma  of  the  choroid  at  the  yellow  spot  are 
probably  examples  of  severe  foetal  or  infantile  inflamma- 
tion of  that  part. 

Alhiniwi  is  accompanied  by  congenital  absence  of  pig- 
ment in  the  cells  of  the  epithelium  and  stroma  of  the  whole 
uveal  tract,  choroid,  ciliary  processes,  and  iris.  The  pupil 
looks  pink,  because  the  fundus  is  lighted,  to  a  great  extent, 
indirectly  through  the  sclerotic.  Sight  is  always  defective, 
and  the  eyes  photophobic  and  usually  oscillating.  Many 
almost  albinotic  children  become  moderately  pigmented  as 
they  grow  up. 


CHAPTER  XIII. 


DtBEABEB   OF   THE   RETINA. 


Op  the  many  morbid  changes  to  which  the  retina  is  sub- 
ject, some  begin  and  end  in  this  membrane,  aucb  as  albu- 
minuric retinitia  and  many  forms  of  retinal  hemorrhage; 
in  othera  the  retiua  takes  part  in  changea  which  begin  in 
the  optic  nerve  (neuro-retinitis),  or  in  the  choroid  (choroido- 
retinttia);  veryaerioua  lesiona  also  occur  from  embolism  or 
thrombosis  of  the  central  retinal  vessels.  The  retina  raay 
be  separated  ('■  detached  ")  from  the  choroid  by  aeroua  fluid 
or  blood.  The  retina  may  also  be  the  seat  of  malignant 
growth  (glioma),  and  probably  of  tubercular  inflammation. 

In  health  the  human  retina  is  ao  nearly  transparent  as 
to  be  almost  invisible  by  the  ophthalraoacope  during  life, 
or  t«  the  naked  eye  if  examined  immediately  after  excision. 
We  see  the  retinal  bloodvessela,  but  the  retina  itself,  as  a 
rule,  we  do  not  aee,  The  main  bloodvessels  are  derived 
from  the  arteria  and  vena  eenlralk,  which  enter  the  outer 
aide  of  the  optic  nerve,  about  6  mm.  behind  the  eye ;  the 
veina  and  arteries  are  generally  in  pairs,  the  veins  not  being 
more  numerous  than  the  arteries;  all  pasa  from  or  to  the 
optic  disk.  Fig,  33.  At  the  disk  anastomoses,  chiefly 
capillary,  are  formed  between  the  veaaels  of  the  retina  and 
those  of  the  choroid  and  sclerotic.  As  no  other  anasto- 
moses are  formed  by  the  veaaels  of  the  retina,  the  retinal 
circulation  beyond  the  disk  is  terminal ;  and,  further,  as 
the  vessels  branch  dichotomously,  and  the  branches  anas- 
tomose only  by  mean^  of  their  capillaries,  the  circulation 
of  each  considerable  branch  is  terminal  also.  The  capil- 
laries, which  are  not  viaible  by  the  ophthalmoscope,  are 


narrower  tlian  those  of  the  choroid,  and  their  meshes  be- 
come much  wider  toward  the  anterior  and  less  important 
parts  of  the  retina. 

At  tha  y.  8.,  Fig.  78,  the  only  part  nsed  for  accurate  night, 
the  capillaries  are  very  abundant,  compare  Fig.  69 ;  but  at  the 
very  centre  of  thia  region, /ouea  ceJiiraiis,  where  all  the  layers 
except  the  cones  and  outer  granulee  are  esce^aively  thin,  there 
are  no  vesaela,  the  capillaries  forming  fine,  close  loopa  just 
around  it.  The  nerve-fibreB  in  this  part  of  the  retina  are  finer 
than  in  other  parts ;  they  seem  also  to  be  much  more  abun- 
dant, for  Buiige  has  found  that  in  a  case  of  central  icotoma, 
where  only  &  very  small  part  (^)  of  the  F,  was  lost,  quite  a 
large  tract  of  fibrea  {\  of  the  whole)  was  atrophied  in  the 
optic  nerve.  The/oitea  eentralU  correaponds  to  an  area  at  the 
centre  of  F.,  measuring  only  IJ"  in  diameter ;  the  part  recog- 
nized as  the  macula  lulea  has  an  area,  on  the  F.,  of  about  7° 
(Bunge). 


BloodveBsela  of  buman  retina  lit  (he  yellow  spot  (arllHclal  injeoUon).  The 
cciilml  gap  eorraBponilB  to  the  fovea  centralis,  a,  Arlertes.  v.  Veins. 
M,  Nuaal  side  (toward  disk).  T.  Temporal  aids.  The  mesheii  are  manjr  timei 
wider  at  thu  periphery  of  the  retjoa. 

lu  children,  especially  those  of  dark  complexion,  a  pecu- 
liar white,  shifting  reflection,  or  shimmer,  is  often  seen  at 
the  y.  8.  region,  and  along  the  course  of  the  principal  ve*- 
sels.  It  changes  with  every  movement  of  the  mirror,  and 
reminds  one  of  the  shifting  reflection  from  ''watered" 
and  "  shot "  silk.     Around  the  y.  s.  it  takes  the  form  of  a 
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ring  or  zone,  and  is  knowE  as  the  "  halo  round  the  macula." 
When  the  choroid  is  highly  pigmented,  even  if  this  shifting 
reflection  be  absent,  the  retina  is  visible  as  a  faint  haze  over 
the  choroid  like  the  "  bloom  "  oa  a  plum.  Under  the  high 
magnifying  power  of  the  erect  image  the  nerve-fibre  layer  ia 
often  visible  near  the  disk  as  a  faintly- marked  radiating 
striation.  The  sheaths  of  the  large  central  vessels  at  their 
emergence  from  the  physiological  ])it  show  many  variations 
in  thickness  and  opacity, 

la  rare  cases  the  medullary  sheath  of  the  optic  nerve- 
fibres,  which  should  cease  at  the  lamina  cribrosa,  is  con- 
tinued through  the  disk  into  the  retina,  and  causes  the 
ophthabnoscopic  appearance  known  as  "opaque  nerve- 
fibres."  This  congenital  peculiarity  may  affect  the  nerve- 
fibres  of  the  whole  circumference  of  the  disk,  or  only  a 
patch  or  tuft  of  the  fibres ;  it  may  only  just  overlap  the 
edge  of  the  disk,  or  may  extend  far  into  the  retina;  and 
islands  of  similar  opacity  are  sometimes  seen  in  the  retina 
quite  separated  from  the  disk.  It  is  to  be  particularly 
noted  that  the  central  part,  physiological  pit,  of  the  disk  is 
not  affected,  because  it  contains  no  nerve-fibres.  The 
affected  patch  is  pure  white,  and  quite  opaque ;  its  margin 
thins  out  gradually,  and  is  striated  in  fine  lines,  which 
radiate  from  the  disk  like  carded  cotton-wool ;  the  retinal 
vessels  may  be  buried  in  the  opacity,  or  run  unobscured  on 
its  surface,  and  are  of  normal  size.  The  deep  layers  of  the 
affected  parts  of  the  retina  being  obscurbed  by  the  opacity, 
an  enlargement  of  the  normal  "  blind  spot"  is  the  result. 
One  eye,  or  both,  may  be  affected.  There  is  seldom  any 
difficulty  in  distinguishing  this  condition  from  opacity  due 
to  neuro-retinitis. 

Ophthalmoscopic  SroNS  of  Retinal  Disease. 

Omgegtion.  No  amount  of  capillary  congestion,  whether 
passive  or  active,  alters  the  appearance  of  the  retina;  and 
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as  to  the  large  vessels,  it  is  better  to  speak  of  the  arteries 
as  unusually  large  or  tortuous,  or  of  the  veins  as  turgid  or 
tortuous,  than  to  use  the  general  term  congestion.  Capil- 
lary congestion  of  the  optic  disk  may  undoubtedly  be  recog- 
nized ;  but  even  here  caution  is  needed,  and  much  allowance 
must  be  made  for  differences  of  contrast  depending  on  vari- 
ations in  the  tint  of  the  choroid,  for  the  patient's  health 
and  age,  and  for  the  brightness  of  the  light  used,  or,  what 
is  the  same  thing,  for  the  size  of  the  pupil.  Caution  is  also 
needed  against  drawing  hasty  inferences  from  the  slight 
haziness  of  the  outline  of  the  disk,  which  may  often  be  seen 
in  cases  of  hypermetropia,  and  which  is  certainly  not  always 
morbid. 

The  only  ophthalmoscopic  proof  of  true  retinitis  is  loss 
of  transparency  of  the  retina,  and  two  chief  types  are  soon 
recognized  according  as  the  opacity  is  diffused,  or  consists 
chiefly  of  abrupt  spots  and  patches.  Hemorrhages  are 
present  in  many  cases  of  retinitis ;  but  they  may  also  occur 
without  either  inflammation  or  oedema.  The  state  of  the 
disk  varies  much,  but  it  seldom  escapes  entirely  in  a  case 
of  extensive  or  prolonged  retinitis.  In  a  large  majority  of 
cases  of  recent  retinitis  the  visible  changes  are  limited  to 
the  central  region,  where  the  retina  is  thickest  and  most 
vascular. 

1.  The  lessened  transparency  which  accompanies  diffuse 
retbiit'ts  simply  dulls  the  red  choroidal  reflex,  and  the  term 
**  smoky"  is  fairly  descriptive  of  it.  The  same  effect  is 
given  by  slight  haziness  of  any  of  the  anterior  media,  but 
a  mistake  is  excusable  only  when  there  is  diffused  mistiness 
of  the  vitreous  from  opacities  which  are  too  small  to  be 
easily  distinguished  (Chapter  XVI.),  and  the  difficulty  is 
thou  increased  because  this  very  condition  of  the  vitreous 
often  co-exists  with  retinitis.  A  comparison  of  the  erect 
and  inverted  images  is  often  useful ;  for  if  the  diflused  haze 
noticed  by  indirect  examination  be  caused  by  retinitis,  the 
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direct  examiDation  will  often  resolve  what  seemed  an  uoi- 
form  haze  into  a  well-marked  spotting  or  streaking.  When 
the  change  is  pronounced  enough  to  cause  a  decidedly  white 
haze  of  the  retina  there  ia  no  longer  any  doubt.  The  retinal 
arteries  and  veins  are  sometimes  enlarged  and  tortuous  in 
retinitis,  and  in  severe  cases  they  are  generally  obscured  iu 
some  part  of  their  course.  These  forms  of  uniformly  dif- 
fused retinitis  are  usually  caused  either  by  syphilis,  embol- 
ism, or  thronibosia. 


Rensl  retinitis 


2.  Near  the  y.  s.  a  number  of  small,  intensely  white, 
rounded  spots  are  seen.  Fig.  79,  either  quite  discrete  or 
partly  confluent.  When  very  abundant  and  confluent 
they  form  large,  abruptly  outlined  patches,  with  irregular 
borders,  some  parts  of  these  patches  being  striated,  others 
stippled 

3.  A  number  of  separate  patches  are  scattered  about  the 
central  region,  but  without  special  reference  to  the  y.  s. 
They  are  of  irregular  shape,  white  or  pale  buff,  and  some- 
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times  Btriated,  Fig.  80  ;  they  are  easily  distinguiahed  from 
patches  of  choroidal  atrophy  by  their  color,  the  compara- 
tive softness  of  their  otitliaes,  and  the  ahaence  of  pigmen- 
tation. 

In  types  2  and  3  some  hemorrhages  are  usually  present ; 
the  retina  generally  may  be  clear,  but  more  often  there  is 
diffused  haze  and  evidence  of  swelling.  The  hemorrhages 
may  be  so  numerous  and  large  as  to  form  the  chief  feature, 
and  then  the  retinal  veins  will  be  very  tortuous  and  dilated. 


lii'ivni  '-L'K'ri'  rt'iiuiiis  In  renBl  disease.    {Qowiag.) 

Forms  2  aud  3,  which  nearly  always  affect  both  eyes,  are 
generally  associated  with  renal  disease,  but  in  rare  r 
similar  changes  are  caused  hy  cerebral  disease  and  other 
conditions. 

4.  Rarely  a.  single  large  patch  or  area  of  white  opacity 
IB  seen  with  softened,  ill-defined  edges,  any  retinal  vessels 
that  may  cross  it  being  obscured.  Such  a  patch  of  retinitis 
is  usually  caused  either  by  subjacent  choroiditis  or  by  local 
phlebitis  or  thrombosis. 
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HemoTrliage  into  (or  beneath)  the  retina  in  known  by  ils 
Kolor,  whicii  Is  darker  than  tbat  of  an  ordinary  choroid, 
but  redder  and  lighter  than  that  of  a  very  dark  choroid. 
Blood  may  be  effused  into  any  of  the  retinal  layers,  and 
the  shape  of  the  blood  patches  ia  mainly  determined  by 
their  position.  When  effused  into  the  nerve-fibre  layer, 
or  confined  by  the  sheath  of  a  large  vessel,  the  extravasa- 
tion takes  a  linear  or  streaked  form  and  structure,  follow- 
ing the  direction  of  the  nerve-fibres ;  extravasations  in  the 
deeper  layera  are  rounded.  Very  large  hemorrhages,  many 
times  as  large  as  the  disk,  sometimes  occur  near  the  yellow 
spot,  and  probably  all  the  layera  then  become  infiltrated, 
while  sometimes  the  blood  ruptures  the  anterior  limiting 
membrane  of  the  retina  and  passes  into  the  vitreous. 

Retina!  hemorrhages  may  be  lai^  or  small,  single  or 
multiple ;  limited  to  the  central  region  or  scattered  in 
all  parts;  linear,  streaky  or  flame-nhaped,  punctate  or 
blotchy ;  they  may  lie  alongside  large  vessels,  or  have  no 
apparent  relation  to  them.  The  hemorrhage  may,  as 
already  mentioned,  be  the  primary  change,  or  may  only 
form  part  of  a  retinitis  or  papillo- retinitis.  A  hemor- 
rhage which  is  mottled,  and  of  dark,  dull  color,  is  gener- 
ally old.  The  rate  of  absorption  varies  very  much ; 
hemorrhage  after  a  blow  is  very  quickly  absorbed,  while 
effusions  caused  by  the  rupture  of  diseased  vessels  in  old 
people,  or  accompanying  retinitis  from  constitutional 
causes,  often  last  for  mouths,  and  leave  permanent  traces. 

FigmentatdoQ  of  the  retina  has  been  referred  to  in  con- 
nection with  choroiditis.  Whenever  pigment  in  the  fundus 
forms  long,  sharply- defined  lines,  or  is  arranged  in  a  mossy, 
lace-like  or  reticulated  pattern,  we  may  safely  infer  that  it 
is  ^tuated  in  the  retina,  and  generally  that  it  lies  along  the 
abeaths  of  the  retinal  vessels.  Compare  Fig,  81  with  Fig. 
71.  Pigment  in  or  on  the  choroid  never  takea  such  a  pat- 
tern, being  usually  in  blotches  or  rings.     The  two  types. 
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however,  are  often  mingled  in  cases  of  choroiditis  with 
secondary  affection  of  the  retina;  indeed,  whenever  we 
decide  that  the  retina  is  pigmented,  the  choroid  must  be 
carefully  examined  for  evidences  of  former  choroiditis. 


Stady  of  pigment  In  the  retina  in  a  specimen  of  secondary  retlnitlB 
pigmentosa,  seen  from  the  inner  (vitreous)  sorfiEice. 

Spots  of  pigment  may  be  left  after  the  absorption  of  retinal 
heiuorrhages.  Such  spots  can  generally  be  distinguished 
from  those  following  choroiditis  by  their  more  uniform  ap- 
pearance and  by  the  absence  of  signs  of  choroidal  atrophy. 

Atrophy  of  the  retina,  of  which  pigmentation  of  the 
retina,  when  present,  is  always  a  sign,  has  for  its  most 
constant  indication  a  marked  shrinking  of  the  retinal 
bloodvessels,  with  thickening  of  their  coats.  When  the 
atrophy  follows  a  retinitis  or  choroido-retinitis  (retinitis 
pigmentosa,  syphilitic  choroido-retinitis,  etc.),  all  the  layers 
are  involved,  and  the  outer  layers,  those  nearest  the  cho- 
roid, earlier  than  the  inner;  but  when  it  is  secondary 
to  (liaeiLse  of  the  optic  nerve,  optic  neuritis,  progressive 
atrophy,  and  glaucoma,  only  the  layers  of  nerve-fibres  and 
ganglion-(;ells  are  atrophied,  the  outer  layers  being  found 
perfect  even  after  many  years.  A  retina  atrophied  after 
retinitis  often  does  not  regain  perfect  transparency,  and  if 
there  luive  l)een  choroiditis  the  retina  remains  especially 
hazy  in  the  parts  where  this  has  been  most  severe. 

Tlie  disk  after  severe  retinitis  or  choroido-retinitis  always 
passes  into  atrophy,  often  of  peculiar  appearance,  being 
l)ale,  hazy,  homogeneous-looking,  and  with  a  yellowish  or 
brownish  tint. 
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Detadunent  (Bsparation)  of  the  retina.  A3  there  is  no 
continuity  of  structure  between  the  choroid  and  retina, 
the  two  may  be  easily  separated  by  effusiou  of  blood  or 
serous  fluid,  the  result  either  of  lujuryor  disease,  by  morbid 
growths,  and  by  the  traction  of  fibrous  cords  in  the  vit- 
reous. Such  fibrous  bands  and  strings  develop  in  the 
vitreous  in  some  cases  of  iridocyclitis,  and  perhaps  in 
myopic  eyes  without  signs  of  i  aflamaiation.  Occasionally 
rents  may  be  seen  in  the  separated  retina.  It  has  been 
suggested  that  such  rents  occurring  while  the  retina  was 
still  in  «i(w  might  initiate  the  detachment  by  allowing  the 
intrusion  of  vitreous  betweeu  the  retina  and  choroid  ;  and 
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with  psrUal  deCactiixieDt  or  recliia.. 


this  explanation  may  possibly  hold  good  in  very  myopic 
eyes.  The  retina  is  separated  at  the  expense  of  the  vit- 
reous, which  is  proportionately  absorbed,  but  always  remains 
attached  at  the  disk  and  ora  serrata,  unless  as  the  result  of 
wound  or  great  violeoce.  The  depth,  area,  and  situation 
of  the  detachment  are  subject  to  much  variety.  Fig.  82 
shows  a  diagrammatic  section  of  an  eye  in  which  the  lower 
part  of  the  retina  is  separated.  The  pigment  epithelium 
always  remains  on  the  choroid. 

The  separated  portion  is  usually  far  within  the  focal 
length  of  the  eye  ;  its  erect  image  is,  therefore,  very  easily 
visible  by  the  direct  method,  when  it  appears  as  a  gray  or 
whitish  reflection  in  some  part  of  the  field,  the  remainder 
being  of  the  natural  red  color ;  the  detached  part  is  gray 
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or  whitish,  because  the  retina  has  become  opaque.  With 
care  we  can  accurately  focua  the  surface  of  the  gray  reflec- 
tion, observe  that  it  is  folded,  and  see  one  or  more  retinal 
vessels  meandering  upon  it  in  a  tortuous  course;  they  ap- 
pear small  and  of  dark  color,  and  have  lost  their  centrul 
light  streak.  If  the  separation  be  deep,  the  outline  of  its 
more  promiuent  folds,  Fig.  83,  can  be  seen  standing  out 
sharply  agaiust  the  red  background,  and  in  some  cases  the 
folds  flap  about  when  the  eye  is  quickly  moved.  In  ex- 
treme cases  we  can  see  the  detached  part  by  focal  light. 


When  the  detachment  is  recent,  especially  if  shallow,  the 
choroidal  red  is  still  seen  through  it;  the  diagnosis  then 
rests  on  the  observation  of  whether  the  vessels  iu  any  part 
axe  darker,  smaller,  and  more  tortuous  than  elsewhere,  and 
upon  ophthalmoscopic  estimation  of  the  refraction  of  the 
retinal  vessels  at  different  parts  of  the  fundus,  for  the  de- 
tached ])art  will  be  much  more  hypermetropic  than  the 
rest.  In  very  high  myopia  a  shallow  detachment  may 
still  lie  behind  the  principal  focus,  and  therefore  not 
yield  an  erect  image  without  a  suitable  concave  lens;  in 
such  a  case,  and  in  others  where  minute  rucks  or  folds  of 
detachment  are  present,  examination  by  the  direct  method 
leads  to  a  right  diagnosis ;  as  the  image  of  the  detached 
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portion  is  EOt  in  focua  at  the  same  moment  aa  its  surround- 
ing parts,  parallaetie  movement^  is  obtained,  and  tlie  vessels 
are  tortuous.  Deep  and  extensive  detachment  ia  often 
associated  with  opacities  in  the  vitreous  or  lens,  or  with 
iritic  adhesions ;  and  any  of  these  conditions  interfere  with 
the  conclusive  application  of  the  above  tests.  In  some 
cases  of  detachment  large  patches  and  streaks  of  choroidal 
disease  are  to  be  found.  The  treatment  of  detachment  of 
the  retina  is  very  unsatisfactory,  improvement  it  obtained 
being  seldom  permanent,  even  when  treatment  is  under- 
taken soon  after  the  detachment  has  occurred.  Puncture 
of  the  sclerotic  over  the  detachment  is  occasionally  fol- 
lowed by  marked  improvement,  and  the  result  is  said  to 
be  better  if  the  sclerotic  be  laid  bare  by  dissecting  up  the 
conjunctiva  before  the  puncture,  and  if  the  puncture  be 
rather  broad,  about  2  to  4  mm. ;  the  subretinal  fluid  rap- 
idly drains  away.  Tiie  conjunctival  wound  should  be 
sutured.  Profuse  sweating  and  salivation,  induced  by 
pilocarpine  (F.  41),  have  been  recommended  in  recent 
cases.  Mere  rest  in  bed  for  some  days  in  a  subdued  light, 
with  the  eyes  tied  up,  is  often  followed  for  a  time  by  decided 
improvement  of  sight.  The  best  results  seem  to  have  been 
obtained  by  this  means,  combined  with  scleral  puncture, 
in  recent  cases. 

Clinical  Forms  of  Retinal  Disease. 

The  symptoms  of  retinal  disease  relate  only  to  the  failure 
of  sight  which  they  cause,  and  this  may  be  either  general, 
or  confined  to  a  part  of  the  field,  according  to  the  nature 
of  the  case.  Neither  photophobia  nor  pain  occurs  in 
uncomplicated  retinitis. 

Bypbilitic  retinitis  is  generally  associated  with,  and  sec- 
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ondory  to,  ciioroiditis,  but  the  retinitis  may  be  primary, 
The  vitreous  in  this  diaeaae,  aa  iti  sypliilitic  choroiditis, 
often  hazy,  and  the  ojjacities  are  sometimes  seated  deepl 
just  in  front  of  the  retina.     The  changes  are  those  of  di 
fuse  retinitis,  with  slight  "smoky"  haze,  often  conGnecli 
to  the  region  of  the  yellow  spot  or  disk ;  but  in  bad 
the  haze  passes  into  a  whiter  mistiness,  and  extends  over  a' 
much  larger  region;    sometimes  long,  branching  streaks 
or  bands  of  dense  opacity  are  met  with,  and  hemorrhagea 
may  occur.     The  disk  is  always  hazy,  and  at  first  too  red, 
while  the  retinal  vessels,  both  arteries  and  veins,  are  some- 
what turgid  and  tortuous ;  rarely  the  disk  becomes  opaqiu 
and  swollen.     At  a  late  period,  in  unfavorable  cases,  th«; 
vessels  shrink  slowly,  almost  to  threads,  the  retina  ofteit- 
Itecomes  pigmented  at  the  periphery,  and  the  pigmentedj 
epithelium  disappears 

Syphilitic  retinitis  is  one  of  the  secondary  symptoms, 
seldom  setting  in  earlier  than  six  or  later  than  eighteen 
months  after  the  primary  disease.  It  occurs  in  congenital 
as  well  ns  acquired  syphilis.  It  generally  attacks  both 
eyes,  though  often  with  an  interval.  Its  onset  ia  often 
rapid,  as  judged  by  its  chief  symptom,  failure  of  sight, 
and  it  may  be  stated  that,  as  a  rule,  the  degree  of  ambly- 
opia is  much  higher  than  would  be  expected  from  the 
ophthalmoscopic  changes.  Night-blindness  is  often  a  pro- 
nounced symptom.  Its  courae  is  chronic,  seldom  lasting 
less  than  several  months,  and  it  shows  a  remarkable  ten- 
dency, for  many  months,  to  repeated  and  rapid  exacerbar 
tions  after  temporary  recoveries,  but  with  a  tendency  to.' 
get  worse  rather  thau  permanently  better.  Among  the 
early  sy rap tom.^  are  often  a  "  flickering "  and  micropsia; 
these,  with  the  history  of  variations  lasting  for  a  few  days 
and  of  marked  night-blindness,  often  lead  to  a  correct  sur- 
mise before  ophthalmoscopic  examination.  There  is,  how- 
ever, nothing  pathognomonic  in  any  of  the  symptoms. 


M 

m 


k 


DISEASES  OF  THE  EETfNA. 


aDDular  defect  io  the  viaual  field  ("  ring  acotoma")  may 
often  be  found  if  sought ;  ia  the  late  atages  the  field  is 
contracted. 

Mercury  producea  moat  marked  benefit,  and  when  used 
early  it  permanently  cures  a  large  proportion  of  the  cases ; 
but  in  a  number  of  cases,  perhaps  in  those  where  there  is 
most  choroiditis,  the  disease  goes  slowly  from  bad  to  worse 
for  several  years,  in  ppite  of  very  prolonged  mercurial 
treatment.  Of  the  efficacy  of  prolonged  disuse  of  the 
eyes,  and  of  local  counter- irritation  or  depletion,  strongly 
recommended  by  many  authors,  I  have  had  but  little 
experience. 

Albmnlstiric  retinitis  (papillo-retinitis).  The  changes 
are  strongly  marked,  and  so  characteristic  that  it  is  pos- 
sible, in  most  cases,  to  say  from  an  ophthalmoscopic  exami- 
natiou  alone  that  the  patient  is  suffering  from  kidney  dis- 
ease. In  the  sclerosis  of  the  arteries  which  accompanies 
chronic  renal  disf^oae  the  retinal  arteries  frequently  have 
an  unusually  bright  and  fiharp  central  light  streak,  and 
are  of  a  lighter  color  than  nornial ;  they  have  much  the 
pame  appearance  as  would  be  presentetl  by  a  piece  of  bright 
copper  wire  (Gunn).  Where  these  arteries  cross  the  veins 
the  blood  current  in  the  latter  is  interrupted. 

The  earliest  change,  the  stage  of  cedema  and  exudation, 
ia  a  general  haze  of  grayish  tint  in  the  central  region  of 
the  retina,  mostly  with  some  hemorrhages  and  soft-edged 
whitish  patches,  and  with  or  without  haze  and  swelling  of 
the  disk.  In  this  stage  the  sight  is  often  unimpaired,  so 
the  cases  are  seldom  seen  by  ophthalmic  surgeons  til!  a  few 
weeks  later,  when  the  translucent,  probably  albuminous 
exudations  in  the  swollen  retina  have  parsed  into  a  state 
of  fatty  or  fibrinous  degeneration,  a  change  which  affects 
both  the  nerve-fibres  and  connective  tissue. 

In  the  second  stage  He  find  a  uumber  of  pure  white  dots, 
spots,  or  patches  in  the  haay  region,  and  especially  grouped 
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around  the  yellow  spot.  Their  peculiarity  is  their  sharp 
definition  and  pure,  opaque  white  color;  indeed,  when 
small  and  round  they  are  almost  glistening.  When  not 
very  numerous  they  are  generally  confined  to  the  yellow- 
Bpot  region,  from  which  they  show  a  tendency  to  radiate 
in  lines,  Fig.  79 ;  when  very  small  and  scanty  they  may 
be  overlooked  unless  we  examine  the  erect  image ;  hut 
frequently  large  patches  are  formed  by  the  confluence  of 
small  spots,  and  the  borders  of  these  patches  are  striated, 
erenated,  or  spotted.  At  this  stage  the  soft-edged  patches. 
Fig.  80,  have  often  to  a  great  extent  disappeared,  or  he- 
come  merged  into  more  general  opacity  of  the  retina ;  the 
disk  is  hazy  and  somewhat  swollen,  especially  just  at  its 
margin,  and  the  retina,  as  judged  by  the  undulations  of 
its  vessels  and  confirmed  by  post-mortem  examination,  is 
much  thickened.  Hemorrhages  are  generally  still  present, 
and  occasionally  they  constitute  the  most  marked  feature : 
they  are  usually  striated.  Sometimes  an  artery  is  seen 
sheathed  by  a  dense  white  coating,'  In  another  group 
papillitis  is  the  most  marked  change,  though  some  bright 
white  retinal  spots  are  always  to  be  found  by  careful 
examination. 

The  usual  tendency  is  toward  subsidence  of  the  cedema 
and  absorption  of  the  fatty  deposits  and  extravasations, 
generally  with  improvement  of  sight — the  third  stage,  or 
stage  of  absorption  and  atrophy. 

In  the  course  of  several  months  the  white  spots  diminish 
in  size  and  number,  until  only  a  few  very  small  ones  are 
left  near  the  yellow  spot,  with  perhaps  some  residual  haze  : 
the  blood-patches  are  slowly  absorbed,  often  leaving  small, 
round  pigment  spots,  and  the  retinal  arteries  may  bo 
shrunken.  In  caaes  of  only  moderate  severity  almost 
perfect  sight  ia  restored.     But  when  the  optic  disk  suffers 
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BBverely  (severe  papillitis),  or  if  the  retinal  disease  be  ex- 
cessive, and  attended  by  great  cedema,  sight  either  im- 
proves very  little,  or,  aa  tlie  disk  passes  into  atrophy  and 
the  retinal  vessels  contract,  it  may  sink  to  almost  total 
blindness.  Sueh  a  condition  may  be  mistaken  for  atrophy 
after  cerebral  neuritis ;  but  the  presence  of  a  few  minute 
bright  dots  or  of  some  superficial  disturbance  of  the  cho- 
roid at  the  yellow  spot,  or  of  some  scattered  pigment  spots 
left  by  extiavasations,  will  generally  lead  to  a  correct  in- 
ference. In  the  cases  attended  by  the  greatest  swelling 
and  opacity  of  retina  and  disk,  death  often  occurs  before 
retrogressive  changes  have  taken  place.  In  extreme 
cases  the  retina  may  become  deeply  detached  from  the 
choroid. 

Albuminuric  retinitis  is  almost  invariably  symmetrical, 
but  seldom  quite  equal  in  degree  or  result  in  the  two  eyes. 

The  kidney  disease  in  the  malady  under  consideration  is 
nearly  always  chronic.  The  retinitis  may  occur  in  any 
chronic  nephriti.s  and  in  the  albuminuria  of  pregnancy. 
Whatever  be  the  form  of  the  kidney  disease,  the  retinitis 
usually  occurs  with  other  symptoms  of  active  kidney  mis- 
chief, such  as  headache,  vomiting,  loss  of  appetite,  and 
often  anasarca ;  but  occasionally  the  retinitis  is  the  first 
recognizable  sign.  The  quantity  of  albumin  varies  very 
much.  In  the  absence  of  anasarca  the  symptoms  are  often 
put  down  to  "  biliousness,"  and  as  in  such  cases  the  failure 
of  sight  is  the  most  troublesome  symptom,  the  ophthalmo- 
scope often  leads  to  the  correct  diagnosis.  A  second  attack 
of  retinitis  sometimes  occurs  in  connection  with  a  relapse  of 
renal  symptoms.  Many  of  the  best  marked  cases  of  albu- 
minuric retinitis  occur  In  the  albuminuria  of  pregnancy, 
and  the  prognosis  for  sight  is  good  in  many  of  these  if  the 
symptoms  come  on  sufficiently  late  in  the  pregnancy  to 
permit  of  the  cause  being  removed  by  the  induction  of 
artificial  labor ;  but  some  of  them,  probably  cases  of  old 
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kidaoy  disease,  do  very  bctdly,  and  pass  into  atrophy  of 
the  nerves. 

Though  the  diagnosis  of  renal  disease,  based  on  tlie 
presence  of  the  Bymmetrical  retinal  changea  above  de- 
scribed, will  usually  be  verified  by  the  physician,  we  do 
unqueMiionablT  now  and  then  meet  with  cases  of  similar 
retinitis  in  which  no  kidney  disease  can  be  clinically 
proved.  Trousseau  describes  several  cases  of  this  sort  in 
which  albumin  appeared  Inter.'  Such  cases  need  further 
attention.  The  cases  of  cerebral  neuro-retinitis  mentioned 
at  p.  256,  and  rare  eases  of  retinitis,  exactly  like  renal 
retinitis  but  confined  to  one  eye,  have  also  to  be  allowed 
for.  Retinal  changes  more  or  less  like  those  above  de- 
scribed are  also  found  in  other  chronic  general  diseases — 
e.  g.,  diabetes,  pernicious  ancemia,  and  leucocythiemia. 
Chapter  XXIIT. 

The  term  retinitis  hEemoTTliaglca  hasbeen  given  to  cases 
characterized  by  very  numerous  linear  or  flame-ahaped 
retinal  hemorrhages,  chiefly  of  small  size,  all  over  the 
fundus,  or  limited  to  the  area  of  one  vein,  generally  with 
extreme  venous  engorgement  and  retinal  oideuia,  but  in 
some  cases  without  these  features.  It  usually  occurs  in 
only  one  eye  at  a  time,  and  comes  on  rapidly.  The  patients 
are  often  gouty  or  the  subjects  of  disease  of  cardiac  valves, 
or  of  the  arterial  svstem.  Thrombosis  of  the  trunk  of  tlie 
vena  cerUralw  reti/ice  is  probably  the  iletermining  cause  of 
the  condition'''  when  there  is  much  venous  distention  and 
retinal  sdema;  multiple  disease  of  minute  retinal  vessels 
when  these  symptoms  are  absent.  Retinitis  hemorrhagica, 
of  whichever  type,  is  not  common. 

Other  cases  are  seen  where  extravasations,  varying  much 
in  size,  number,  and  shape,  are  scattered  iu  different  parts 
of  the  fundus  of  one  or  both  eyes.    Some  of  them  are  prob- 
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ahly  allied  to  the  above,  but  often  the  nature  of  the  case 
is  obscure,  or  the  heraorrhagea  are  related  to  senile  degen- 
eration of  vessels.     Such  cases  have  been  called  rdinitis 


Lastly,  in  an  important  group,  a  single  very  large  ex- 
travasation occurs  on  the  surface  of  the  retina  beneath  the 
internal  limiting  membrane  from  rupture  of  a  large  retina! 
vessel,  probably  a  vein — eubkyaloid  hemorrltage.  The  hem- 
orrhage is  generally  in  the  yellow-spot  region ;  in  process  of 
absorption  it  becomes  mottled,  the  densest  parts  remaining 
longest,  and,  if  seen  in  that  condition  for  the  first  time,  the 
case  may  be  taken  for  one  of  multiple  hemorrhages.  These 
large  extravasations  cause  great  defect  of  sight,  which  comes 
on  in  an  hour  or  two,  but  not  with  absolute  suddenness. 
Absorption,  in  the  several  groups  of  cases  just  mentioned, 
is  very  slow. 

Hemorrhages  may  occur  from  blows  on  the  eye.  They 
are  usually  small  and  quickly  absorbed,  differing  in  the 
latter  respect  very  much  from  the  cases  before  described. 

Lenkemic  retinitis  is  characterized  by  retinal  hemor- 
rhages or  by  extravasations  of  white  blood -corpuscles  into 
the  retina;  the  veins  are  enlarged,  flattened,  and  tortuous; 
the  color  of  the  choroid  is  often  pale  yellow.  Retinal 
hemorrhages  and  optic  neurits  also  occur  in  progressive 
pemieinui  anamia. 

Diabetic  retinitis.     See  Chapter  XXIII. 

Emboliam  of  the  central  artery  of  the  retina,  or  of  one 
or  more  of  its  main  divisions,  gives  rise  to  a  characteristic 
retinitis,  the  cause  of  which  can  in  most  cases  be  recog- 
nized at  once  if  it  be  recent;  while  in  old  cases  the 
appearances,  taken  with  the  history,  lead  to  a  right  diag- 
nosis.    TkrombogU  of  the  artery  causes  similar  changes. 

The  leading  symptom  of  embohsm  is  the  occurrence  of 
an  instantaneous  defect  of  sight,  which  is  found  on  trial  to 
be  limited  t«  one  eye ;  sometimes  the  feeling  is  as  if  one 
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eye  had  suddenly  become  **  shut,"  the  blindness  being  as 
sudden  as  that  from  quickly  closing  the  lids ;  but  whether 
the  defect  amounts  to  absolute  blindness  or  not  depends  on 
the  position  and  size  of  the  plug.  Many  of  the  patients 
have  evidence  of  cardiac  disease.  Chorea  has  been  present 
in  a  few.  In  any  case,  owing  to  the  temporary  establish- 
ment of  collateral  circulation  by  the  capillary  anastomoses 
at  the  disk,  the  patient  sometimes  notices  an  improvement 
of  sight  a  few  hours  after  the  occurrence.  This  improve- 
ment, however,  is  but  slight,  the  collateral  channels  being 
quite  insufficient  to  meet  the  demand ;  nor  is  it  often  per- 
manent, because  the  retina  suffers  very  quickly  from  the 
almost  complete  stasis,  oedema,  and  inflammation  rapidly 
setting  in  and  leading  to  permanent  damage. 

If  the  case  be  seen  within  a  few  days  of  the  occurrence, 
the  red  reflex  of  the  choroid  around  the  yellow  spot  and 
disk  is  quite  obscured,  or  partially  dulled,  by  a  diffused 
and  uniform  white  mist.  The  opacity  is  greatest  just 
around  the  centre  of  the  yellow  spot,  where  the  retina  is 
very  vascular,  Fig.  78,  and  where  its  cellular  elements, 
ganglion  and  granule  layers,  are  more  abundant  than 
elsewhere;  but  at  the  very  centre  of  the  white  mist  a 
small,  round,  red  spot  is  generally  seen,  so  well  defined 
that  it  may  he  mistaken  for  a  hemorrhage ;  it  represents 
the/ot'ea  centraH%  where  the  retina  is  so  thin  that  the  cho- 
roid continues  to  shine  through  it  when  the  surrounding 
parts  are  opa(jue  ;  it  is  spoken  of  by  authors  as  the  "  cherry- 
r(;(l  s})ot  at  the  macula  lutea."  This  appearance  is  very 
seldom  seen  except  after  sudden  arrest  of  arterial  blood- 
supply,  by  embolism  or  thrombosis  of  the  arteria  centralis, 
and  perhaps  by  hemorrhage  into  the  optic  nerve  compres- 
ing  the  vessels ;  and  of  these  causes  embolism  appears  to 
be  the  most  common.  The  haze  surrounds  and  generally 
affects,  the  disk  also,  which  soon  becomes  very  pale.  The 
small  veins  in  the  yellow-spot  region  often  stand  out  with 
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great  distmctDeas,  beiDg  ealarged  by  stasia,  and  coDSpicunua 
from  contrast  with  the  white  retina.  Small  hemorrhages 
are  ofteu  present.  The  larger  I«tinal  vessels,  botli  arteries 
and  veina,  are  more  or  less  diminished  at  and  near  the 
disk,  the  arteries  in  the  most  typical  cases  being  reduced 
to  mere  threads ;  both  arteries  and  veina  are,  however, 
sometimes  observed  to  increase  in  size  as  they  recede  from 
the  disk.  The  arteries,  however,  are  not  always  extremely 
shrunken  in  cases  of  retinal  embolism,  the  variations  de- 
[>ending  upon  the  position  and  size  of  the  plug— i.  e.,  upon 
whether  the  occlusion  is  complete  or  not.  The  sudden  and 
complete  failure  of  supply  to  a  single  branch  of  a  retinal 
artery  is  sometimes  followed  by  its  emptying  and  shriukiog 
to  a  white  cord  almost  immediately.  In  other  cases  the 
branch  may  for  a  time  be  little  if  at  all  altered  in  size ; 
and  yet  its  blood  column  may  he  quite  stagnant,  as  is 
proved  by  the  imposaibilily  of  producing  pulsation  in  it 
by  the  firmest  pressure  on  the  globe,  while  the  other 
branches  respond  perfectly  to  this  teat.  Sometimes  this 
pressure- test,  which  showed  blockage  of  some  or  all 
branches  shortly  after  the  onset,  again  produces  pulsa- 
tion a  few  days  later  without  visible  evidence  of  collateral 
circulation,  thus  proving  the  re-establishment  of  the  main 
channel. 

In  from  one  to  about  four  weeks  the  cloudiuess  clears 
off,  and  the  disk  passes  into  moderately  white  atrophy ; 
the  arteries,  or  some  of  them,  according  to  the  position 
of  the  plugging,  are  either  reduced  tu  bloodless  white 
lines,  or  simply  narrowed. 

Sight  is  almost  always  lost,  or  only  perception  of  large 
objects  retained,  whatever  be  the  final  state  of  the  blood- 
ve^els.  In  the  rare  cases,  where  an  embolus  passes  beyond 
the  disk,  and  is  arrested  in  the  branch  at  some  distance 
from  it,  the  changes  are  confined  to  the  corresponding 
sector  of  the  retina,  and  a  limited  defect  of  the  field  is  the 
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only  permauent  result.  It  is  scarcely  necessary  to  say 
that  no  treatment  can  be  of  any  use  in  cases  of  lasting 
occlusion  of  the  retinal  arteries.  It  will  be  obvious,  too, 
that  these  lesions  will  be  limited  to  one  eye,  though  a 
similar  accident  is  occasioually  seen  afterward  in  the 
other. 

In  a  few  cases  sudden,  simultaneous  blindness  of  both 
eyes  has  occurred  with  extremely  diminished  retinal  arte- 
ries, iaehwmia  retime,  and  iridectomy  has  been  followe*! 
by  return  of  sight,  lower  tension  causing  re-establishment 
of  circulation.     See  also  Quinine- blindness. 

Retinitis  pigmentosa  is  a  very  slowly  progressive  sym- 
metrical disease,  leading  to    atrophy  of  the  retina,  with 


tbe  BxaUoD  pi^t.   The  blw^k 


collection  of  black  pigment  in  ite  layers  and  around  its 
bloodvessels,  and  secondary  atrophy  of  the  disk.  The 
earliest  symptom  is  inability  to  see  well  at  night,  or  by 
artificial  lights— night- blindn eta.  Concentric  contraction  of 
the  visual  field  soon  occurs.  Fig.  84.  These  defecla  may 
reach  a  high  degree,  while  central  vision  remains  excel- 
lent in  bright  daylight.  The  symptoms  are  noticed  at  an 
earlier  stage  by  patients  in  whom  the  choroid  is  dark,  and 
absorbs  much  light. 
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Ophthalmoscopic  examination,  where  theae  symptotna 
have  been  present  for  some  yeara,  sliowa :  (1)  at  the 
eiiuator  or  periphery  a  greater  or  leas  quantity  of  pig- 
ment, arranged  in  a  reticulated  or  linear  manner.  Fig. 
81,  often  with  some  small,  aeparate  dots;  (2)  in  advanced 
cases,  evidence  of  removal  of  the  pigment  epithelinm,  but 
no  patches  of  choroidal  atrophy  ;  (3)  the  pigment  arranged 
in  a  belt,  which  is  generally  uniform,  the  pattern  being 
most  crowded  at  the  centre,  and  thinning  out  toward  the 
borders  of  the  belt ;  (4)  that  the  changes  are  always  sym- 
metrical, and  the  symmetry  very  precise.  Theae  appear- 
ances are  quite  characteristic  of  true  retinitis  pigmentosa. 
In  addition,  we  find  (5)  dimination  in  size  of  the  retinal 
bloodvessels,  the  arteries  in  advanced  cases  being  mere 
threads;  (6)  a  peculiar  hazy,  yellowish,  "  wasy"  pallor  of 
the  optic  disk ;  (7)  sometimes  the  pigmented  parts  of  the 
retina  are  quite  hazy ;  (8)  posterior  polar  cataract  and  dis- 
ease of  the  vitreous  are  often  present  in  the  later  stages. 
The  latter  changes  (5  to  8),  however,  are  found  in  many 
cases  of  late  retinitis  consecutive  to  choroiditis,  and  are 
not  peculiar  to  the  present  malady. 

The  disease  begins  in  childhood  or  adolescence,  progresses 
slowly  but  surely,  and,  as  a  rule,  ends  in  blindness  some 
time  after  middle  life.  A  few  cases  of  apparently  recent 
origin  are  seen  in  quite  aged  persons,  and  a  few  are  con- 
sidered to  be  truly  congenital.  The  quantity  of  pigment 
visible  by  the  ophthalmoscope  varies  much  in  cases  of 
apparently  equal  duration,  aad  is  not  in  direct  relation 
to  the  defect  of  sight;  cases  even  occur,  which  certainly 
belong  to  the  same  category,  in  which  no  pigment  is  visible 
during  life,  the  retina  being  merely  hazy,  though  micro- 
scopical examination  reveals  abundance  of  minutely  divided 
pigment  (Poncet).  The  pathogenesis  of  the  (liaease  is  not 
finally  settled ;  it  is  at  present  doubtful  whether  there  is 
from    the    firat   a  slow  sclerosis   of   the   connective- tissue 
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elements  of  the  retiDa,  with  passage  iDward  of  pigment 
from  the  pigment  epithelium,  or  whether  the  disease  !)e- 
gins  in  the  aiiporficial  layer  of  the  choroid  and  the  pig- 
ment epithelium.  Its  cause  Is  obscure.  It  is  undoubtedly 
strongly  heritable,  and  many  high  authorities  believe  that 
it  is  really  produced  by  conaaDguinity  of  marriage,  either 
between  the  parents  or  near  ancestors  of  the  affected  per- 
sons. Home  of  its  subjects  are  of  full  mental  and  bodily 
vigor;  but  many  are  badly  grown,  suffer  from  progressive 
deafness,  and  are  defective  in.  intellect.  Although  want 
of  education,  as  a  consequence  of  defective  sight  and  hear- 
ing, may  sometimes  account  for  this  result,  we  cannot  thus 
explain  the  various  defects  and  diseases  of  the  nervous 
system  which  are  not  infrequently  noticed  in  kinsmen  of 
the  patients.  That  the  subjects  of  this  disease  should  be 
discouraged  from  marrying  is  sufficiently  evident.  In  a 
few  cases  galvanism  has  been  followed  by  improvement 
both  of  vision  and  visual'  field,  but  no  other  treatment 
has  any  influence.  Complications  such  as  cataract  and 
myopia  are  not  uncommon,  acd  must  be  treated  on  gene- 
ral principles. 

It  is  sometimes  very  difficult  to  distinguish  widely  dif- 
fused and  superficial  choroiditis,  with  pigmentation  of 
retina  and  atrophy  of  the  disk,  from  true  retinitis  pig- 
mentosa. The  question  will  generally  relate  to  cause,  as 
between  retinitis  pigmentosa  and  choroid o-retinitis  from 
syphilis. 

Betinal  disease  from  intense  light.  A  number  of  casee 
have  now  been  observed  in  which  blindness  of  a  small 
area  at  the  centre  of  the  field  has  been  caused  by  staring 
at  the  sun,  usually  during  an  eclipse.  Corresponding  to 
this  functional  defect,  ophthalmoscopic  evidences  of  cho- 
roiditis or  choroid  o-retinitis  have  been  found  at  the  yellow 
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spot.  The  defect  often  lasts  for  months,  if  not  perma- 
nently.* 

White  connective-tissue  strands  are  sometimes  found 
in  the  retina  either  as  the  result  of  hemorrhages  or  as  a 
primary  inflammatory  process ;  bloodvessels  of  new  forma- 
tion are  frequently  seen,  and  from  them  repeated  hemor- 
rhages occur  into  the  retina  or  vitreous  (retinitis proliferans), 

Betdnitis  dreinata  (Fuchs)  occurs  chiefly  in  old  people, 
and  consists  in  a  gray  degeneration  of  the  retina  at  the 
yellow  spot,  surrounded  by  a  brilliant  white  deposit  of 
small  dots  which  become  confluent  into  large  areas  sur- 
rounding the  central  gray  degeneration.  The  exact  nature 
of  this  affection  is  unknown. 


1  For  accounts  of  cases  and  experiments  on  this  affection,  see  London  Medi- 
cal Record,  October,  1883 ;  also  Ophthalmic  Review,  April  and  May. 
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DISEASES   OF  THE   OPTIC    NERVE. 

The  optic  nerve  U  often  diseased  in  its  whole  length,  or 
in  some  parts  of  its  course,  either  within  the  skull,  iu  the 
orbit,  or  at  its  ocular  end. 

The  effect  of  disease  of  the  optic  nerve  in  producing  (1) 
ophthalmoscopic  changes  in  its  visible  portion,  the  optic 
disk,  or  papilla  optica,  and  (2)  defect  of  sight,  varies  greatly 
according  to  the  seat,  nature,  and  duration  of  the  disease. 
The  appearance  of  the  disk  may  be  entirely  altered  by 
Oidema  and  inflammation,  without  the  nerve-fibres  losing 
their  conductivity,  and,  therefore,  without  loss  or  even  de- 
fect of  sight ;  on  the  other  hand,  inflammatory  or  atrophic 
changes,  causing  destruction  of  the  nerve-fibres,  may  arise 
in  the  nerve  at  a  distance  from  the  eye,  and,  while  pro- 
ducing great  defect  of  sight,  cause  little  or  no  immeiliate 
change  at  the  disk.  Although  we  are  here  concerned  chiefly 
with  the  ophthalmoscopic  and  visual  sides  of  the  question,  a 
few  words  are  needed  aa  to  the  morbid  changes  in  the  nerve. 

The  pathological  changes  to  which  the  optic  nerve  is 
liable  include  those  which  affect  other  nerve-tissues.  In- 
flammation (pplicneuritU,papUlitu),  varying  in  seat,  cause, 
and  rapidity,  and  resulting  in  recovery  or  atrophy,  may 
originate  in  the  nerve  itself,  may  pass  down  it  from  the 
brain  (descending  neuritis),  or  may  extend  into  it  from 
parts  around  ;  atrophy  may  occur  from  pressure  by  tumors, 
or  distention  of  neighboring  cavities^-*!,  g.,  the  third  ven- 
tricle— or  from  laceration  of  the  nerve  or  its  central  vessels 
in  the  orbit,  or  damage  from  fracture  of  the  optical  canal ; 
and  the  optic  nerve  is  very  subject  to  ^primary  atrophy. 
(350) 
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Lastly,  the  optic  nerve  being  surrounded  by  a  lymphatic 
space,  "subvaginal  space,"  which  is  coutiuuous  through 
the  optic  foramen  with  the  meoingea)  spacer  in  the  skull, 
and  is  bounded  by  a  tough,  fibrous  "outer  sheath,"  is 
liable  to  be  affected  by  morbid  processes  going  on  in  that 
space.  This  subvaginal  or  inter-sheath  space,  bounded 
exteroatly  by  the  outer  sheath  of  the  optic  nerve,  is  liued 
internally  by  the  inner  sheath  which  is  closely  adherent  to 
the  nerve  itself.  Fig.  36.  The  relationship  between  optic 
neuritis  and  cerebral  disease  is  still  imperfectly  understood. 
Widely  differing  kinds  of  intracranial  disease,  such  as 
tumor  or  meningitis,  produce  an  increase  of  fluid  in  the 
cavities  of  the  brain.  The  increased  pressure  within  the 
skull  80  produced  leads  to  a  distention  of  the  subvaginal 
space  of  the  optic  nerve;  this  13  frequently  found  post 
moiiem. 

By  many  it  is  held  that  this  alone  is  a  sufficient  cause  of 
the  optic  neuritis,  either  by  compressing  the  retinal  veins 
and  producing  "  choked  disk  "  (v.  Graefe^,  or  by  setting 
up  irritation  in  the  nerve  (Leber).  The  fact  that  optic 
neuritis  very  generally  subsides  after  trephining  the  skull 
(Victor  Horsley),  even  when  the  tumor  is  not  removed, 
gives  strong  support  to  this  prennire  theory. 

On  the  other  hand,  it  has  been  proved  microscopically 
by  many  obaervera  that  the  inflammatioo  is  not  confined 
to  the  head  of  the  nerve,  but  extends  backward  along  its 
trunk  to  the  substance  of  the  brain,  and  is  continuous  with 
the  inflammatory  focus  in  the  brain ;  this  occurs  not  only 
in  meningitis,  but  in  remotely  situated  tumors,  which  are 
alwaj^  surrounded  by  an  area  of  hypeneraia.  According 
to  this  view  the  inflammatory  appearances  in  the  head  of 
the  optic  nerve  are  due  to  a  descending  neuritis.' 

OoweTB;   Medipal  Ophthalmnscop}',  Tratu.  Inteniat.  MeiUcal  ConErcsAi 
Bralley,  EdmuudB  Knd  lawford,  and  Taylor, 
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As  already  stated  iu  previous  chapters,  iDflamraatioD  may 
extend  into  the  disk  from  tlie  retJDa  or  choroid  near  to  it, 
and  may  occur  in  conaequeuce  of  the  sudden  arrest  of  the 
blood-current  caused  by  embolism  and  throml)Osis  of  the 
central  retinal  vessels  in  their  course  through  the  nerve. 

The  ophthaJmoscopic  signs  of  papillitia  are  caused  by 
varving  degrees  of  cederaa,  coDgestion,  and  iuflammatlon 
of  the  disk.  It  is  no  longer  useful  to  maintain  the  old 
ophthalmoscopic  distinction  between  "  swollen  disk,"  or 
"choked  disk,"  and  "optic  neuritis."  The  latter  term 
was  formerly  reserved  for  cases  showing  little  eedema  but 
much  opacity,  changes  which  were  supposed  especially  to 
indicate  inflanituatiou  passing  down  the  nerve  from  the 
brain ;  but  if  osdema  and  venous  engorgement  predom- 
inated, "choked  disk,"  the  changes  were  attributed  to 
compression  of  the  optic  nerve  by  fluid  in  its  sheath-space, 
or  with  less  reason  to  pressure  on  the  ophthalmic  vein  at 
the  cavernous  sinus.  The  changes  are  often  mixed,  or  vary 
at  different  stages  of  the  same  case.  The  terms  "  neuritis" 
and  "papillitis"  will  be  here  used  to  the  exclusion  of 
"  choked  disk." 

The  most  important  early  changes  in  optic  papillitis  are 
blurring  of  the  border  of  the  disk  by  a  grayish  opalescent 
haze,  distention  of  the  large  retinal  veins,  and  swelling  of 
the  disk  above  the  surrounding  retina.  Swelling  is  shown 
by  the  abrupt  bending  of  the  vessels,  with  deepening  of 
their  color  and  loss  of  the  light  streak^ — they  are,  in  fact, 
seen  foreshortened ;  also  by  DOticlng  that  slight  lateral 
movements  of  the  observer's  head,  or  lens,  cause  an  appar- 
ent movement  of  the  vessels  over  the  choroid  behind, 
because  the  two  objects  are  on  different  levels  ("  parallactic 
test,"  p.  237).  The  patient  may  die,  or  the  disease  may, 
after  a  longer  or  shorter  time,  recede  at  this  stage.  But 
further  changes  generally  occur,  the  haKineas  becomes  a 
decided  opacity,  which  more  or  less  obscures  the  central 
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lels,  and  covers  and  extends  beyond  the  border  of  the 
papilla.  Fig,  85,  so  that  the  disk  apjieara  enlarged ;  its 
color  becomes  a  mixture  of  yellow  and  pink  with  gray  or 
white,  and  it  looks  striated  or  fibrous,  appearances  due  to 
a  white  opacity  of  the  nerve-fibres  mingled  with  numerous 
small  bloodvessels  and  hemorrhages.  The  veins  become 
larger  and  more  tortuons,  or  even  kinked  or  knuckled  ;  the 
arteries  are  either  normal  or  somewhat  contracted ;  there 


OphtLaLmuecoplc  appearance  of  aevere  recent  paf^Uitla.    Several  elongaleU 
palcbei  or  blaod  near  border  of  disk.    Compare  wltb  Fig.  S6.    (After  Hugh- 

UHGSjACSfOK,) 


may  be  blood -patches.  The  swelling  of  the  disk  may  be 
very  great,  and  ia  appreciated  either  by  the  above-men- 
tioned foreshortening  of  the  vessels,  by  the  parallactic  test, 
or  by  ophthalmoscopic  measurement. 

Such  changes  may  disappear,  leaving  scarcely  a  trace ; 
or  B  certain  degree  of  atrophic  paleness  of  the  disk,  with 
some  narrowing  of  the  retinal  vessels  and  thickening  of 
their  sheaths,  or  other  slight  changes,  may  remain.     But 
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1  many  cases  the  disk  gradually,  in  the  course  of  weeks 
r  months,  passes  iuto  a  state  of  "  post-papillitic  "  or  "  con- 
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BecUon  of  the  ewollen  dlsli  la  papllUlis,  nbovlDg  that  the  awelling  1>  limited 
._  :.,,  I 1-  -trye-fibrea  (longttuiSliial  Bhttding) ;  other  retinal  layers  not 


altered  la  thlckDess.    (Cuinpare  u 
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Atiophj  of  the  fltek  after  papillitis.  Upper  and  lower  nmrglnB  «ti!!  hoay : 
veins  Btill  tortuoue ;  arteries  nearly  Dormal ;  dlaturbaace  of  chon^dal  pig- 
ment at  Inner  and  cmter  border.  Sight  In  this  case  remaioed  fitlrtyftood. 
The  disk  is  not  represented  while  enough. 

SBcutive"  atrophy;  the  opacity  first  becomee  whiter  and 
smoother  looking  ("  woolly  disk '");  then  it  slowly  clears 
off,  generally  first  at  the  side  next  the  yellow  spot,  and  the 
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retinal  vessels  simultaneously  shriuk  to  a.  smaller  size, 
though  they  often  remain  tortuous  for  a  long  tune.  Fig. 
87.  As  the  mist  lifts,  the  sharp  edge,  and  finally  the 
whole  surface  of  the  disk,  now  of  a  staring;  white  color, 
again  come  into  view.  A  slight  haziness  often  remains, 
and  the  boundary  of  the  disk  is  often  notched  and  irreg- 
ular ;  hut  upon  these  signs  too  much  reliance  must  not  be 
placed. 

Sight  is  seldom  much  affected'  until  marked  papillitis 
has  existed  some  little  time.  If  the  morbid  process  quickly 
cease,  often  no  failnre  occurs ;  or  the  sight  may  fail,  may 
even  sink  almost  to  hhmlness  for  a  short  time,  and  recov- 
ery may  take  place,  if  the  changes  cease  before  compression 
of  the  nerve-fibres  have  given  rise  to  atrophy.  Early  blind- 
neaa  in  double  papillitis  may  be  due  to  pressure  on  the 
chiasma  or  tracts  rather  than  to  the  changes  we  see  in  the 
eyes.  Gradual  failure  late  in  the  case,  when  retrogressive 
changes  are  already  visible  at  the  disk,  is  a  bad  sign.  The 
sight  seldom  changes,  either  for  better  or  for  worse,  after 
the  signs  of  active  papillitis  have  quite  passed  off ;  and 
though  the  relations  between  sight  and  final  opbthahno- 
Bcopic  appearances  vary,  it  is  usually  true(l)  that  great 
shrinking  of  the  central  retinal  vessels  indicates  a  high 
grade  of  atrophy  and  great  defect  of  sight,  and  is  generally 
accompanied  by  extreme  pallor,  with  some  residual  hazi- 
ness of  the  disk — advanced  post-papillitie  atrophy  ;  (2)  that 
considerable  pallor  and  other  slight  changes,  such  as  white 
lines  bounding  the  vessels,  or  streaks  caused  by  increase  of 
the  connective  tissue  of  the  disk,  are  compatible  with  fairly 
good  sight  if  the  central  vessels  are  not  much  shrunken. 

Advajiced  atrophy,  undoubtedly  following  papillitis,  does 

1  Dr.  EughUnga  Jackson  nns  the  flnst  to  notice  B,nd  luslst  upon  tbe  fm- 
qoemr  of  ivpllllUa  without  lailure  of  eight.  ThcdiEcoTerf  was  of  immense 
falue,  fbi  double  pspiUlliB,  withoat  olhcr  changes  I  □  the  eje,  ig  one  of  the 
t  Impoitont  objective  tigas  we  poasera  at  the  eiielence  of  tumor,  or 
nation,  wltbln  Iho  si\i\l. 
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not,  however,  always  ahow  aigna  of  tlie  past  violent  Inflam- 
mation ;  the  appearances  may,  indeed,  be  indistinguishable 
&om  those  caused  by  primary  atrophy. 

Papillitis  is  double  in  the  great  majority  of  cases.  If 
single,  it  generally  indicates  disease  in  the  orbit.  It  is  true 
that  single  papillitis,  from  intracranial  disease,  is  occasion- 
ally met  with  ;  and  that  in  many  double  cases  inequalities 
are  often  seen  between  the  two  eyes,  as  to  time  of  onset, 
degree,  and  final  result. 

The  changes  are  not  always  limited  strictly  to  the  disk 
and  its  border,  pure  papillitis,  fur  in  some  cases  a  wide  zone 
of  surrounding  retina  is  hazy  and  swollen,  exhibiting  hemor- 
rhages and  white  plaques,  or  lustrous  white  dots — papillo- 
Telinilis.  It  is  not  always  easy  to  say,  in  such  a  case, 
whether  the  changes  are  due  to  renal  disease,  with  great 
swelling  of  the  disk,  or  to  some  intracranial  malady.  In 
renal  cases  there  is  albuminuria,  the  kidney  is  in  an  ad- 
vanced stage  of  disease,'  and  the  patients  are  seldom  young  ; 
in  the  cases  of  u euro- retinitis  most  closely  resembling  renal 
cases,  but  caused  by  cerebral  disease,  there  Is  no  albumin, 
and  the  white  deposits  are  seldom  arranged  quite  as  in 
renal  retinitis  (Fig.  79),  while  the  papillitis  Is  greater  than 
is  usual  in  renal  cases. 

Etiology  (compare  Chapter  XXIII.).  Papillitis  occurs 
chiefly  in  cases  of  irritative  intracranial  disease,  viz.,  in 
meningitis,  both  acute  and  chronic,  and  in  intracranial  new- 
growths  of  all  kinds,  whether  inflammatory,  syphilitic  gum- 
raata,  tubercular,  or  neoplastic.  It  is  very  rare  in  cases 
where  there  is  neither  inflammation  nor  tissue  growth,  as 
in  cerebral  hemorrhage  and  Intracranial  aneurism.  Fur- 
ther, it  must  be  stated  that  no  constant  relationship  has 
been  proved  between  papillitis  and  the  seat,  extent,  or 
duration  of  the  intracranial  disease.     Papillitis  has  occa- 
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Bionally  beei)  fouud  without  coarse  disease,  but  with  widely 
difluseil  minute  changes,  in  the  brain.  Thus  the  occurrence 
of  papillitis,  although  pointing  very  strongly  to  organic 
disease  within  the  skull,  and  especially  to  intracranial 
tumor,  is  uot  of  itself  either  a  localizing  or  a  differenti- 
ating symptom.  Inflummatioii  about  the  spheuoidal  fis- 
sure, and  tumors,  uodes,  and  iuflammations  in  the  orbit, 
are  occasional  causes  of  papillitis,  which  is  then  usually 
one-sided,  and  often  accompanied  by  estreme  cedema  and 
venous  distention  ;  in  some  of  these  there  is  protrusion  of 
the  eye  with  affection  of  other  orbital  nerves,  aud  the  exact 
seat  and  nature  of  the  disease  may  be  obscure.  Optic  neu- 
ritis from  intracranial  disease  seldom  recurs  after  subsi- 
dence.' 

Other  occasional  causes  of  double  papillitis,  with  or  with- 
out retinitis,  are  lead-poisoning,  the  various  exanthemata, 
including  recent  syphilis,  sudden  suppression  of  menses, 
ample  chronic  ansemia,  rapid  copious  loss  of  blood,  espe- 
cially from  the  stomacli,  and,  perhaps,  exposure  to  cold. 
In  a  few  cases  well-marked  double  papillitis  occurs  without 
other  symptoms,  and  without  assignable  cause. 

Certain  cases  of  failure  of  sight,  usually  single,  with 
slight  neuritic  changes  at  the  disk,  followed  by  recovery  or 
by  atrophy,  must  be  referred  to  a  local,  primary  optic  neu- 
ritis some  distance  behind  the  eye,  relro-oeular  or  retro-bulbar 
neurUu.  The  changes  are,  clinically,  very  different  from 
those  above  described. 

Syphilitic  disease  within  the  skull  is  a  common  cause  of 
papillitis,  but  the  eye  changes  alone  furnish  no  clue  to  the 
cause,  nor  to  its  mode  of  action,  which  may  be  (1)  by 
giving  rise  to  intracranial  gumma,  not  in  connection  with 
the  optic  nerves,  but  acting  as  any  other  tumor  acts  ^see 
above);  (2)  by  direct  implication  of  the  chiasma  or  optic 
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tracts  m  gummatous  inflammation  ;  (3)  in  rare  cases  neuri- 
tis, ending  in  atrophy  and  blindness,  occurs  in  secondajy 
sypliilis,  with  head  symptoms  pointing  to  meningitis; 
(4)  there  are  few  cases  of  double  papilhtis  in  late  secondary 
syphilis  without  either  head  symptoms  or  signs  of  ocular 
disease  other  than  in  the  disks;  these  may  properly  be 
called  "  syphilitic  optic  neuritis." 

Athophy  op  the  Optic  Disk. 
By  this  is  meant  atrophy  of  the  nerve-fibres  of  the  disk 
and  of  the  capillary  vessels  which  feed  it.  The  disk  is  too 
white  ;  milk-white,  bluish,  grayish,  or  yellowish,  in  different 
cases.  Its  color  may  be  quite  uniform,  or  some  one  part 
may  be  whiter  than  another  ;  the  stippling  of  the  lamina 


cribrosa  may  l>o  mnre  visible  than  in  health,  or  on  the  other 
hand,  entirely  absent,  as  if  covered  or  filled  up  by  white 
paint.  Figs.  88  and  89.  The  central  retinal  vessels  may 
be  shrunken  or  of  full  size,  and  their  course  natural  or  too 
tortuous;  both  these  points  bear  upon  the  diagnosis  of 
cause  and  the  prognosis.  The  choroidal  boundary  may 
be  too  sharply  defined,  or,  as  in  Fig.  87,  too  hazy ;  it  may 
be  even  and  circular,  or  irregular  and  notched.     The  sole- 
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rotic  ring  is  often  seep  with  unnatural  clearness,  exposed 
by  wasting  of  the  overlying  nerve-fibres.  Mere  pallor  of 
the  disk,  such  as  we  see  in  extreme  general  aiiiBmia,  must 
not  be  mistaken  for  atroj)hy  ;  the  cliange  is  then  one  of 
color  only,  without  unnatural  distinctness,  loss  of  trans- 
parency, or  disturbance  of  outline. 

Varieties.  1.  The  nerve-fibres  undergo  atropliy  dur- 
ing the  absorption  and  shrinking  of  the  new  connective 
tissue  formed  in  severe  neuritis  Cpo8l-i>apiIlitic  atrophy,  p. 
254  ;  embolism,  p.  243 J. 

2.  When  the  disk  participates  secondarily  in  inflamma- 
tion of  the  retina  or  choroid  it  also  participates  in  the  suc- 
ceeding atrophy. 

3.  Atrophy  of  any  part  of  the  optic  nerve  or  chiasma 
from  pressure — as  by  a  tumor  or  by  distention  of  the  third 
ventricle  in  hydrocephalus — from  injury,  or  local  inflam- 
mation, leadij  to  secondary  atrophy,  which  sooner  or  later 
reaches  the  disk.  Such  cases  often  show  the  conditions  of 
pure  atrophy,  without  adventitious  opacity  or  disturbance 
of  outline,  and  often  without  change  in  the  retinal  vessels. 
They  are  not  very  common. 

4.  The  optic  nerves  are  liable  to  chronic  sclerotic  changes, 
with  thickening  of  the  connective-tissue  framework  and 
atrophy  of  the  ncrrve-flbres,  wi  thout  the  occurrence  of  papil- 
litis. The  change  iu  these  cases  appears  often  to  begin  at 
the  disk,  but  the  exact  order  of  events  in  this  large  and 
important  group  is  not  fully  known.  Groups  3  and  4  fur- 
nish the  cases  which  are  known  clinically  as  "  primary" 
or  "progressive  "  atrophy  of  the  optic  disk. 

Clinical  aspects  of  atrophy  of  the  disks.  As  in  optic 
neuritis,  so  iu  atrophy  and  pallor  of  the  disk,  there  is  no 
invariable  relation  between  the  appearance  {especially  the 
color)  of  the  disk  and  the  patient's  sight.  A  considerable 
degree  of  pallor,  which  it  may  be  impossible  to  distinguish 
from  true  atrophy,  is  sometimes  seen  with  exceUent  central 
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affected  eye.  A  similar  condition  follows  wound  or  rup- 
ture of  the  nerve  in  the  orbit,  by  a  thrust,  stab,  or  gun- 
shot injury.  Laceration  of  the  central  retinal  vessels 
alone,  behind  the  point  at  which  they  enter  the  nerve, 
is  said  to  cause  appearances  like  those  due  to  embolism 
and  thrombosis.  In  cases  of  injury  to  the  optic  nerve 
improvement  is  rare. 


CHAPTER    XV. 


AMBLYOPIA   AND  FUNCTIONAL   DISORDERS  OP   SIGHT. 

The  term  amblyopia  means  duloes^  of  sight,  but  its  use 
ia  generally  restricted  to  cases  of  defective  acutenesa  of 
sight,  short  of  blindness,  in  which  there  ia  little  or  no 
ophthalmoscopic  change.  Amaurosis  indicates  a  more 
advanced  affection — complete  blindness  without  visible 
changes.  These  terms,  then,  refer  to  the  patient's  symp- 
toms, while  papillitis  and  atrophy  imply  changes  seen  by 
the  observer.  Amblyopia  may  depend  upon  disease  iu  the 
retina  in  any  part  of  the  optie  nerve  or  tract,  or  in  the 
optic  centres ;  and  it  may  be  temporary  or  permanent. 
It  is  always  most  important  to  distinguish  single  from 
symmetrical  cases. 

Two  common  and  important  forms  of  unsymmetrical 
amblyopia  may  be  considered  first. 

1.  Amblyopia  from  suppreaaion  of  image  (congenital  am- 
blyopia). It  is  well  known  that  many  children  with  con- 
vergent squint  see  badly  with  the  squinting  eye ;  that  this 
defect  varies  in  degree,  and  may  be  so  great  that  fingers 
can  hardly  be  counted ;  that,  at  any  rate  in  the  higher 
grades,  the  defect  is  chiefly  or  only  present  in  that  part 
of  the  visual  field  which  is  common  to  both  eyes,  Fig,  23, 
and  ia  irremediable  ;  while  in  the  lower  degrees  the  defect 
may  be  more  or  less  removed  by  separate  practice  of  the 
defective  eye.'  It  has  been  assumed  by  one  school  that 
this  amblyopia  is  due  to  a  coagenital  defect,  presumably 
of  the  visual  centre,  which  determines  the  incidence  of  the 


or  audh  impmiemetit  I  have  myseir  had  very  lli 
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squint,  just  as  defect  due  to  an  ulcer  of  the  cornea  may 
do.  Another  view  supposes  that  the  child,  bom  with  two 
good  eyes,  but  being  obliged  to  squint,  owing  to  hyperme- 
tropia,  learns  to  suppress  the  consciousness  of  the  image  in 
the  squinting  eye  in  order  to  avoid  the  inconvenience  of 
double  vision,  and  that  this  habit,  if  b^un  very  early  in 
life,  causes  permanent  amblyopia  of  the  eye,  due  to  a  de- 
fective development  of  the  perceptive  faculty  in  the  corre- 
sponding centre.  For  the  former  view  it  is  urged  that  no 
one  has  ever  watched  the  onset  of  this  amblyopia,  since  it 
is  always  present  at  the  youngest  age  when  tests  can  be 
applied ;  that  we  meet  with  cases  of  unexplained  defect  of 
one  eye  without  squint ;  and  that  this  supposed  power  of 
suppression  cannot  be  learnt  in  later  life,  as  is  shown  by 
the  permanence  of  diplopia  in  all  cases  of  paralytic  squint 
acquired  after  childhood.  In  favor  of  the  suppression 
theory  we  may  argue  that  while  such  defect  might  be 
acquired  early,  it  could  not  be  expected  to  come  on  late, 
after  the  visual  centre  in  question  had  been  educated ; 
precisely  as  want  of  training  of  the  ocular  muscles  in 
early  infancy,  from  defective  sight  due  to  disease,  leads 
to  incurable  nystagmus  (Chapter  XXI.)  much  more  fre- 
quently than  do  similar  defects  of  sight  acquired  after  the 
muscles  have  been  got  into  harmonious  use ;  that  in  many 
of  the  cases  of  defect  without  squint  a  history  of  previous 
squint  can  be  obtained  ;^  and  that  if  the  defect  were  con- 
genital it  would  involve  the  whole  field  equally,  not  only 
that  part  which  is  common  to  the  two  eyes.  In  alternating 
concomitant  squint,  whether  convergent  or  divergent,  there 
is  no  diplopia,  although  the  vision  of  each  eye  is  as  a  rule 
equally  good ;  the  patient  has  the  power  of  instantaneously 
suppressing  the  consciousness  of  the  image  in  whichever 
happens  to  be  the  squinting  eye — a  fact  in  favor,  so  far 

1  I  believe  that  the  spontaneous  disappearance  of  hypermetropic  squint, 
which  is  not  uncommon,  has  received  too  little  attention. 
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as  it  goes,  of  tlie  suppresaion  theory.  On  the  other  hand, 
it  is  true  that  in  cases  of  aaisometropia  great  variations 
are  encountered  in  the  degree  of  perfection  to  which  the 
more  ftmetropio  eye  can  be  raised  by  glasses — a  fact  per- 
liaps  in  favor  of  the  congenital  amblyopia  theory. 

2.  Amblyopia  from  defective  retinal  images.  In  cases  of 
high  hypermetropia  or  astigmatism,  when  clear  images  have 
never  been  formed,  the  correction  of  the  optical  defect  by 
glasses  at  the  earliest  practicable  age  often  fails,  at  any 
rate  for  a  time,  to  give  full  acuteness  of  flight.  Want  of 
education  in  the  appreciation  of  clear  images  is  probably 
the  chief  cause,  though  defective  development  of  the  retina 
may  also  come  into  play.  We  may  explain  in  the  same 
way  the  common  cases  in  which,  with  anisometropia  (Chap- 
ter XX.),  the  sight  of  the  more  ametropic  eye,  even  when 
corrected  by  the  proper  glasses,  remains  defective,  although 
no  squint  has  ever  existed ;  and  in  some  degree  also  the 
defect  often  observed  after  perfectly  successful  operations 
for  cataract  in  children.  Amblyopia  of  this  kind  when 
discovered  late  in  life  is  seldom  altered  by  correcting  the 
optical  error,  but  in  children  the  sight  often  improves 
when  suitable  glasses  are  constantly  worn. 

Great  defect  of  one  eye  from  the  causes  just  mentioned, 
or  gradual  painless  failure  from  disease,  often  exists  un- 
known for  years,  until  accidentally  discovered  by  closing 
the  sound  eye  or  by  trying  the  sight  of  each  eye  separately 
— e.  g.,  in  an  examination  for  the  army  or  other  public 
service.  The  patient  in  such  cases  is  naturally  concerned 
at  what  he  thinks  is  a  recent  defect,  but  caution  is  needed 
iu  accepting  his  view,  unless  he  has  previously  been  in  the 
habit  of  "  sighting"  objects  with  the  eye  in  question,  as  in 
rifle-shooting.  But  sudden  failure  of  one  eye  is,  as  a  rule, 
dated  correctly. 

In  cases  of  amblyopia  not  belonging  to  the  above  cate- 
gories, a  definite  date  of  onset  will  generally  be  given. 
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Two  principal  divisions  may  be  formed,  according  aa  the 
amblyopia  afiects  one  eye  or  both. 

3.  Cases  of  recent  failure  of  one  eye  with  little  or  no 
ophthalmoscopic  change  occur  rather  rarely,  and  gener- 
ally in  young  adults ;  the  onset  is  often  rapid,  with  neu- 
ralgic pain,  sometimes  very  severe,  in  the  same  side  of  the 
head.  There  may  be  pain  in  moving  the  eye,  or  tender- 
ness when  it  is  pressed  back  into  the  orbit.  The  degree  of 
amblyopia  varies  much,  but  is  often  especially  marked  at 
the  centre  of  the  field.  The  disk  of  the  affected  eye  is 
sometimes  hazy  and  congested.  The  attack  is  often  attri- 
buted to  exposure  to  cold.  Most  of  the  cases  recover  under 
the  use  of  blisters  and  iodide  of  potassium,  but  in  a  certain 
number  the  defect  is  permanent,  and  the  disk  becomes 
atrophied.  Such  cases  are  most  probably  caused  by  a 
retro-ocular  neuritis,  often  slight  and  transient,  and  the 
cases  are  perhaps  analogous  to  peripheral  paralysis  of  the 
facial  nerve. 

4.  Much  more  common  is  a  progressive  and  equal  failure 
in  both  eyes,  often  amounting  in  a  few  weeks  or  months  to 
great  defect  (14  or  20  Jaeger,  or  V.  from  ^  to  ^j),  with 
no  other  local  symptoms  except  perhaps  a  little  frontal 
headache,  but  often  with  nervousness,  general  want  of 
tone,  and  loss  of  sleep  and  appetite.  Ophthalmoaeopic 
changes,  never  pronounced,  may  be  quite  absent;  at  an 
early  period  the  disk  is  often  decidedly  congested  and 
slightly  swollen  and  hazy,  but  these  changes  are  all  so 
ill-marked  that  competent  observers  may  give  different 
accounts  of  the  same  case;  later,  the  side  of  the  disk  near 
the  y.  s.,  and  finally  in  bad  cases  the  whole  papilla,  become 
pale,  and  the  diagnosis  of  incomplete  atrophy  is  given. 
The  defect  of  sight  is  described  as  a  "  mist,"  and  is  usually 
most  troublesome  in  bright  light  and  for  distant  objects, 
being  less  apparent  early  in  the  morning  and  toward  even- 
ing.    The  pupils  are  normal,  or  at  most  rather  sluggish  to 
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light.  Tiie  defect  of  V.  is  limited  to,  or  most  intense  at, 
the  central  part  of  the  field  (f.entrat  scotoma),  occupying  an 
oval  patch  which  extends  from  the  fixation  point  (corre- 
sponding to  the  y.  8.)  outward,  toward,  and  often  as  far  as 
the  blind  spot,  corresponding  to  the  optiu  disk.  The  affected 
area  is  also  found  to  be  color-blind  for  red  and  green  ;  but 
this  loss  of  color  perception  being  usually  incomplete,  alike 
in  degree  and  superficial  extent.  Fig.  92,  will  often  escape 
detection  if  large  color  testa  be  used  ;  while  it  will  readily 
be  found  by  using  a  small  colored  spot  of  from  5  to  15  mm. 


H-  right,  L.  left,  yiaual  field  fn  &  caee  of  centml  ambl^opm  from  tobacco 
amoklDg.  Tbe  abailod  area  Is  the  part  over  wbich  acuteD«ES  of  Tiaion  and 
color  pcTcepUon  arc  lowered,  relative  central  ecotoms,  no  part  of  tbe  field 
being  absolntely  blind.  The  dotted  line  matkBd  E.  shows  the  boonclary  of 
the  field  for  red  (sgo  Fig.  23). 


square.  The  patient,  closing  one  eye,  "fixes"  the  finger 
or  nose  of  the  observer,  who  then  removes  the  colored  spot 
from  the  fixation  point  in  various  directions  toward  the 
periphery ;  the  color,  instead  of  appearing  brightest  at  the 
centre  of  the  field,  will  be  dull  or  unrecognizable  there, 
becoming  brighter  and  easily  recognized  toward  the  periph- 
ery. There  is  no  contraction  of  the  field,  and  thus,  since 
surrounding  objects  are  seen  as  well  as  ever,  and  the 
patient  has  no  difficulty  in  going  about,  his  manner  differs 
from  that  of  one  with  progressive  atrophy,  who  finds  diffi- 
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oulty  in  guiding  himself,  becAuee  his  visual  field  is  cou- 
traeted. 

The  patiente  are  almost  without  exception  males,  and  at 
or  beyond  middle  life.  With  very  rare  exceptions  they  are 
smokers,  and  have  smoked  for  many  years,  and  a  large 
number  are  also  intemperate  in  alcohol.  The  exceptions 
occur  chiefly  in  a  very  few  patients  in  whom  a  uimilar  kind 
of  amblyopia  is  hereditary,  is  liable  to  affect  the  female  as 
well  as  the  male  members,  and  may  come  on  much  earlier 
in  life.  The  etiology  of  auch  caaea  is  obscure,  and  in  some 
few  of  them  there  is  no  evidence  of  heredity. 

Id  the  common  cases  it  ie  now  generally  agreed  thai 
tobacco  has  a  large  share  in  the  causation,  and  in  the 
opinion  of  a  number  of  observers  it  is  the  sole  excitant. 
The  direct  influence  of  alcohol,  and  of  the  various  causes 
of  general  exhaustion,  auch  as  anxiety,  underfeeding,  and 
general  dissipation,  is  still  to  some  extent  an  open  ques- 
tion. See  Chapter  XXIII.,  Diabetes.  My  own  opinion, 
based  on  the  examination  of  a  large  number  of  cases,  is 
tliat  tobacco  ia  the  essential  agent,  and  that  the  disuse  or 
greatly  diminished  use  of  tobacco  is  the  one  easeotial 
measure  of  treatment.  It  is  important  to  remember  that 
the  disease  may  come  on  when  either  the  quantity  or  the 
strength  of  the  tobacco  is  increased,  or  when  the  health 
fails  and  a  quantity  which  was  formerly  well  borne  becomes 
excessive.  Hence  caaea  of  double  central  amblyopia  may, 
as  a  rule,  except  in  the  rare  form  above  mentioned,  he 
named  tobacco  amblyopia.  The  symmetry  of  tobacco  am- 
blyopia is  not  always  precise,  and  it  appears,  in  very  rare 
caaeE,  to  be  delayed,' 

The  prognosis  ia  good  if  the  patient  come  early,  and  if 
the  failure  have  been  comparatively  quick.  In  such  cases 
really  perfect  recovery  may  occur,  and  very  great  improve- 
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meat  is  the  rule.  In  the  more  chrouic  oases,  or  caaea 
where  already  the  whole  disk  is  pale,  a  moderate  improve- 
ment, or  even  an  arrest  of  progress,  ia  all  we  can  expect. 
If  smoking  be  persisted  in,  no  improvement  takes  place, 
and  the  amblyopia  increaaea  up  to  a  certain  point;  but 
complete  blindnesa  very  aeldom  if  ever  occura.  In  the 
treatment,  disuse  of  tobacco  ia  the  one  thing  eaaential. 
Relapse  aometimes  occurs  if  smoking  be  resumed.  Drink 
should,  of  course,  be  moderated.  It  is  usual  to  give  strych- 
nia, aubcutaneously  or  by  mouth,  for  a  considerable  period, 
but  whether  any  medicine  acta  otherwise  than  by  improv- 
ing the  general  tone  is  doubtful ;  subcutaneous  injections 
of  strychnia,  carefully  carried  out,  have  not  given  definite 
results  in  my  own  caaes.  Others  believe  that  the  constant 
current  ia  useful.  There  is  reason  to  believe  that  the  dis- 
ease depends  on  a  chronic  inflammation  of  the  central 
bundles  of  the  optic  nerve,  beginning  at,  or  a  short  dis- 
tance behind,  the  eye.' 

Hemiauopia,  usually  called  hemiopia,  denotes  loss  of  half 
the  field  of  vision.  When  uniocular  the  defect  is  seldom 
quite  regular,  and  generally  depends  upon  detachment  of 
the  retina  or  a  very  large  retinal  hemorrhage.  It  is  usu- 
ally binocular,  and  then  indicates  dlaeaae  at  or  behind  the 
optic  chiasma.  In  the  great  majority  of  cases  the  R.  or 
L.  lateral  half  of  each  field  is  loat.  Sometimes  only  a 
quarter  of  each  field  ia  lost.  The  line  of  separation  be- 
tween the  blind  and  seeing  halves  is  usually  sharply  de- 
fined and  nearly  atrwght,  only  deviating  a  degree  or  two 
at  the  fixatiou  point,  so  as  just  to  leave  central  vision  in- 
tact over  an  area  about  corresponding  to  the  fovea  cen- 
tralis. Fig.  93.  In  other  cases  the  separating  line  is 
ondulating,  and  a  comparatively  large  central  area  of  the 
field  remains  intact.     The  boundary  between   eight   and 
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blindness  in  liemianopia,  though  usually  abru]it,  is  some- 
times gradual.  The  retention  of  central  vision  over  a 
considerable  central  area  has  been  explained  on  the 
assumption  that  the  y.  s,  area  recdvea  nerve-fibres  from 
both  optic  tracts,  and  Bunge  and  otLers  have  lately  found 
microscopical  evidence  that  such  is  really  the  case ;  in 
cases  like  Fig.  93  the  apparent  deviation  of  the  dividing 
line  may  perhaps  be  explained  by  the  difficulty  which  the 

Fig.  98, 

Fields  of  Tlslan  in  a  cose  of  L.  bomanymous  lateral  hcmlitnapla.  The 
diviaing  line  comes  within  one  or  two  degrees  of  IhB  Illation  point  (shown 
br  tbe  central  dot)  in  each  eye.  Thu  lealoa  caudng  this  bemianopia  la 
probably  in  the  optic  tract,  or  nut  hlglier  than  tbe  corpora  seoiculata. 

patient  has  in  keeping  the  eye  perfectly  fixed  when  the 
test  object  comes  close  to  the  centre.  Loss  of  the  R.  half 
of  GB^h  field,  meaning  loss  of  function  of  the  L.  half  of 
each  retina,  points  to  disease  of  the  L.  optic  tract'  or  ita 
continuations,  or  of  some  part  of  the  L.  occipital  lobe  or 
angular  gyrus.  The  hemiopic  pupillary  reaction  (Wer- 
nicke) aaaista  us  in  localizing  the  disease.  If,  when  light  is 
thrown  on  the  blind  half  of  the  retina,  the  pupil  contracts 
ea  well  as  when  it  is  thrown  on  the  seeing  half  in  the  two 
eyes,  the  lesion  is  in  the  cortex  ;  but  if  it  doea  not  contract, 
the  lesion  is  in  the  optic  tract.    Loss  of  the  two  nasal  halves 


'  Because  tbe  L,  oplle  tract  oonstBts  cbleHf  of  flbtes  whieb  lupplf  m 
le  L,  balfof  each  rcllna,  tboeeul  them  deaCined  for  the  R.  Eja  or 
Terat  the  optic  commlmure. 
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IS  extremely  rare.  Loss  of  the  two  temporal  halves  (tem- 
poral hemianopia)  points  to  disease  at  the  anterior  part  of 
the  chioama.  Even  when  hemianopia  has  lested  for  years 
the  optic  disks  seldom  show  any  change.  AVhen  the  lateral 
hemiaaopia  co-exists  with  hemiplegia  the  loss  of  sight  is  on 
the  paralyzed  side;  "the  patient  cannot  see  to  his  par- 
alyzed side"  (Hughlings  Jackson).  1/  double  heraiopia 
occurs,  the  patient  is  totally  blind  in  both  eyes.  Another 
lees  common  affection  of  sight,  crossed  amblyopia,  is  be- 
lieved to  be  due  to  a  lesion  of  a  higher  centre  in  the  angu- 
lar gyrus  which  presides  in  some  degree  over  the  whole  of 
both  fields  of  vision,  but  chiefly  over  that  of  the  opposite 
eye.  A  unilateral  lesiou  of  this  kind  produces  amblyopia 
with  great  contraction  of  the  field  of  the  opposite  eye, 
and  with  some  contraction  of  the  field  of  the  eye  of  the 
same  side.  The  symptoms  are  much  like  those  of  hyster- 
ical amblyopia  in  one  eye.  If  such  a  lesion  were  double, 
it  would  presumably  produce  a  high  degree  of  amblyopia, 
with  contraction  of  the  fields  iu  both  eyes,  the  activity  of 
the  pupils  being  retained.  A  few  caaes  of  hemianopia  for 
colors  alone  have  been  recorded.' 

Hysterical  amblyopia  and  amaurosis  take  various  forms, 
and  real  defect  may  be  mixed  up  with  feigning.  In  hys- 
terical hemianiBsthesia  the  eye  on  the  aSected  side  is  some- 
times defective  or  quite  blind.  In  other  cases  of  hysteria 
both  sides  are  defective,  but  one  worse  than  the  other; 
there  is  concentric  contraction  of  the  visual  fields,  some- 
times with,  sometimes  without,  color-blindness,  a  varying 
d^ree  of  defective  visual  acuteness,  and  sight  is  often  dis- 
proportionately bad  by  feeble  hght,  hence  the  term  "  anass- 
thesia  of  the  retina"  is  sometimes  used.  There  may, 
however,  be  in  addition  irritative  symptoms — watering, 
photophobia,  and  spnsm  of  accommodation,  and  then  the 

[&7 :  British  Medical  Joumsl,  Korember  10, 
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term  "  hyperEeathesia  retina"  or  "  oculi"  seems  more  ap- 
propriate. Amblyopia  with  the  ahove  characters  haa  beeo 
knowa  to  follow  a  blow  upon  the  eye  affected  which  was 
so  slight  as  not  to  cause  the  least  ophthalmoscopic  change ; 
again,  when  one  eye  haa  been  suddenly  lost  by  wound  or 
embolism  a  condition  indistinguishable  from  hysterimi 
blindne^  may  rapidly  come  on  in  the  other  (compare  nym- 
pathetlc  irritoiion).  It  is  important  to  note  that  in  hyster- 
ical amblyopia,  even  of  high  degree  and  long  standing,  the 
reflex  action  of  the  pupil,  direct  as  well  as  indirect,  is  fully 
preserved,  and  the  ophthalmoscopic  appearances  are  quite 
normal.  The  prognosis  is  nearly  always  good,  though 
recovery  is  sometimes  slow,  and  relapses  may  occur.  In 
some  of  the  worst  cases  I  have  seen  there  has  been  consid- 
erable ametropia. 

True  hysterical  amblyopia  seems  allied,  from  the  ophthal- 
mic standpoint,  with  a  much  larger  and  more  important 
class,  best  epitomized  by  the  term  aglhenopia,  in  which 
photophobia,  irritability,  and  want  of  endurance  of  the 
ciliary  muscle,  aocommodatiBe  aalhenopia,  or  sometimes  of 
the  internal  recti,  mtt^milar  asthenopia,  with  some  conjunc- 
tival irritability,  are  the  main  symptoms,  acutenesa  of  sight 
being  usually  perfect,  and  the  refraction  nearly  or  quite 
normal.  Of  the  retinal,  conjunctival,  and  muscular  fac- 
tors, any  one  may  be  more  marked  tliau  the  others,  and  it 
would  seem  that,  given  a  certain  state  of  the  nervous  sys- 
tem, which  may  be  described  as  impressionable,  or  hyper- 
Ksthetic,  over-stimulation  of  any  one  is  liable  to  set  up 
an  over-sensitive  state  of  the  other  two.  These  patients 
often  complain  also  of  dazzling  pain  at  the  back  of  the 
eyes,  and  headache  or  neuralgia  in  the  head.  All  the 
symptoms  are  worse  after  the  day's  work,  and  sometimes 
on  first  waking  in  the  morning,  and  they  are  liable  to 
vary  much  with  the  health.  Artificial  light  always  aggra- 
vates them,  because  it  is  often  flickering  aud  insufficieat, 
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but  especially  because  it  is  hot.  The  symptoma  oftea  lasts 
for  mouths  or  yeara,  causing  great  discomfort  and  serious 
loss  of  time. 

Causation.  The  patients  are  seldom  children  or  old 
people.  Most  are  women,  either  young  or  not  much  past 
middle  life,  often  very  excitable,  and  often  with  feeble 
circulation.  If  men,  they  are  emotional,  fussy,  and  often 
hypochondriacal.  Some  cause,  such  as  prolonged  and  in- 
tense application  at  needlework  or  reading,  can  often  be 
traced,  and  in  audi  cases  the  symptoms  may  come  ou  so 
suddenly  that  the  patient  becomes  within  a  few  hours,  or 
a  day  or  two,  quite  incapacitated  for  reading.  Sometimes 
bright  colors,  glittering  thin^,  or  exposure  to  kitchen  fire 
B&eiBB  specially  injurious.  Or,  again,  there  is  a  history  of 
phlyctenular  ophthalmia  or  superficial  ulcers,  which  have 
left  the  fifth  nerve  permanently  unstable.  Accommoda- 
tive asthenopia  with  hypertnetropia  or  astigmatism  is  at 
the  bottom  of  nearly  all  the  cases  in  which  vision  is  sup- 
posed to  have  been  injured  hj  railway  and  other  accidents ; 
the  lowered  tone  caused  by  the  shock  is  often  more  appa- 
rent in  the  ciliary  muscle,  because  this  muscle  is  in  almost 
constant  action  and  has  no  substitute. 

Tkeatment.  The  refraction  and  the  state  of  the  inter- 
nal recti  should  always  be  carefully  tested,  and  any  error 
corrected  by  lenses,  which  may  often  be  combined  with 
prisms,  with  their  bases  toward  the  nose.  Plain  colored 
glasses  are  sometimes  useful.  But  glasses  will  not  cure  the 
disease,  and  we  must  not  promise  too  much  from  their  use. 
The  patient  may  be  assured  that  there  is  no  ground  for 
slarm,  and  that  the  symptoms  will  probably  pass  off  sooner 
or  later.  He  should  be  discouraged  from  thinking  about 
his  eyes,  and  he  need  seldom  be  quite  idle.  The  artificial 
light  used  should  be  sufficient  and  steady  (not  flickering), 
and  should  be  shaded  to  prevent  the  heat  and  light  from 
striking  directly  on  the  eyes.     Bathing  the  eyes  freely 
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with  cold  water,  and  the  occasional  employment  of  weak 
astringent  lotions,  are  useful,  and  cold  air  often  acts  bene- 
ficially. The  eyes  are  often  much  better  after  a  rest  of  a 
day  or  two.  Outdoor  exercise,  and  only  moderate  use  of 
the  eyes,  therefore,  should  be  enjoined.  Gieneral  measures 
must  be  taken  according  to  the  indications,  especially  in 
reference  to  any  ovarian,  uteriae,  or  digestive  troubles,  or 
to  sexual  exhaustion  in  men. 


Functional  Diseases  of  the  Retina. 

Functional  night-blindness  (endemic  nyctalopia)'  is  caused 
by  temporary  exhaustion  of  the  retinal  sensibility  from  pro- 
longed exposure  to  difiuaed  bright  light.  The  circumstances 
under  which  it  occurs  usually  imply  not  only  great  expo- 
sure to  bright  light,  but  lowered  general  nutrition,  and 
probably  some  particular  defect  in  diet.  It  often  co-exista 
with  scurvy.  Sleeping  with  the  face  exposed  to  bright 
moonlight  is  believed  to  bring  it  on.  It  is  most  common  in 
sailors  after  long  tropical  voyages  under  bad  conditions, 
and  in  soldiers  after  long  marching  in  bright  sun.  In 
some  countries  it  prevails  every  year  in  Lent  when  no 
meat  is  eaten,  and  again  in  harvest-time.  It  is  now  but 
rarely  endemic  in  our  country,  but  scattered  caaea  occur 
in  springtime,  especially  in  children,  and  it  still  occa^on- 
ally  prevails  in  large  schools. 

In  this  malady  two  little  dry  films,  consisting  of  fatty  or 
sebaceous  matter  and  epithelial  scales,  often  form  on  the 
conjunctiva  at  the  inner  and  outer  border  of  the  cornea. 
Their  meaning  is  obscure.  A  micro-organism,  the  bacilhu 
xerosis,  has  been  described  as  peculiar  to  this  affection, 


I  Some  confliBioD  h&s  arisen  as  to  Uieuse  of  the  wnrda  niicbiloplai  knd  hemer- 
alopia;  Ibey  are  used  by  ContlnenUiil  writers  and  those  who  foUow  tbemtuk 
sense  direoUy  opposed  to  the  eomnmn  English  nee  of  them.  It  is  belter. 
tberelbre,  ta  dlKsrd  them  far  their  Eng-llab  eqnlT&lGnCa,  HigM-bhTidnm  uid 
day-blindnea. 
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growing  in  the  conjunctival  film;  its  presence  seems  to  be 
accidental.  There  are  no  ophthalmoscopic  changes.  This 
night-blindness  is  soon  cured  by  protection  from  bright 
light  and  improvement  of  nutrition,  and  especially  by 
cod-liver  oil.  That  the  affection  is  local  in  the  eye  is 
shown  by  the  fact  that  darkening  one  eye  with  a  ban- 
dage during  the  day  ha-s  been  found  to  restore  its  sight 
enough  for  the  ensuing  night's  watch  on  board  ship,  the 
unprotected  eye  remaining  as  bad  as  ever. 

Day-blindneBB  (hemeralopla)  occurs  in  certain  cases  of 
congenital  amblyopia. 

Colored  vision  is  sometimes  complained  of,  and  red  is  the 
color  usually  noticed.  Red  vision  (erythropsia)  is  most 
common  some  time  after  extraction  of  senile  cataract,  and 
is  associated  with  fatigue;  everything  looks  rosy-red,  "  as 
if  there  was  a  most  beautiful  sunset,"  as  one  patient  said. 
Overworked,  anxious,  neurotic  children  sometimes  com- 
plain that  after  reading  or  sewing  "everything  turns  red," 
or  "  red  and  blue."  I  have  not  heanl  green  or  yellow  men- 
tioned. It  has  also  been  seen  in  women  much  exhausted 
by  fasting. 

Micropsia.  Patients  sometimes  complain  that  objects 
look  too  small.  When  not  due  to  insuificiency  of  accom- 
modative power  it  is  generally  a  symptom  of  disease  of 
the  outer  layers  of  the  retina,  especially  in  the  central 
region,  and  syphilitic  retinitis  is  the  most  common  cause. 
Both  micropsia  and  its  opposite,  megalopsia,  are  sometimes 
seen  in  hysterical  amblyopia. 

By  mnscie  volitantes  are  understood  small  dots,  rings, 
threads,  etc.,  which  move  about  in  the  field  of  vision,  but 
do  not  actually  cross  the  fixation  point,  and  never  inter- 
fere with  sight.  They  are  most  easily  seen  against  the 
aky,  or  a  bright  background,  such  as  the  microscope  field. 
They  depend  upon  minute  changes  in  the  vitreous,  which 
are  present  in  nearly  all  eyes,  though  in  much  greater 
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quantity  in  some  than  others.  They  vary,  or  seem  to 
vary,  greatly  with  the  health  and  stat«  of  the  circulation, 
but  are  of  no  real  importance.  They  are  moat  abundant 
and  troublesome  in  myopic  eyea. 

Diplopia.  See  Chapter  XXI. ;  also  pp.  60  and  196  for 
Uoiocular  Diplopia. 

For  affections  of  sight  in  Megrim  and  Heart  Disease, 
see  Chapter  XXII. 

Malingering.  Patieala  now  and  then  pretend  defect  or 
blindness  of  one  or  both  eyes,  or  exaggerate  an  existing 
defect,  or  sometimes  secretly  use  atropine  lu  order  to  dim 
the  sight.  The  imposture  is  generally  evident  enough 
from  other  circumstances,  but  detection  is  occasionally 
very  difficult.  Malingering  and  intentional  injuries  of 
the  eye  are  very  rare  here,  but  common  in  countries  where 
the  conscription  is  in  force. 

The  pretended  detect  of  sight  is  usually  confined  to  one 
eye.  If  the  patient  be  in  reality  using  both  eyea,  a  prism 
held  before  one,  by  preference  "the  blind"  one,  will 
produce  double  vision.  The  stereoscope,  and  also  colored 
glasses,  may  be  made  very  useful  in  detecting  imposture. 
Anothei-  test,  when  only  moderate  defect  is  asserted,  is  to 
try  the  eye  with  various  weak  glasses,  and  note  whether 
the  replies  are  consistent ;  very  probably  a  flat  glass  or  a 
weak  concave  maybe  said  to  "  improve  "  or  "  magnify  " 
very  much.  Again,  atropine  may  be  put  into  the  mund 
eye,  and  when  it  has  fully  acted  the  patient  be  asked  to 
read  small  print ;  if  he  reads  easily  with  both  eyes  open, 
the  imposture  is  clear,  for  he  must  be  reading  with  the 
BO-called  "  blind"  eye.  If  absolute  blindness  of  one  eye 
be  asserted,  the  state  of  the  pupil  will  be  of  much  help, 
unless  the  patient  have  userl  atropine ;  for  if  its  direct 
reflex  action  be  good,  the  retina  and  nerve  cannot  be 
much  diseased,  but  as  to  this  point  compare  Hysterical 
Amblyopia,  p.  273. 
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■  Pretended  defect  of  both  eyes  ia  more  difficult  to  expose, 
and,  indeed,  it  muy  be  impossible  to  absolutely  convict  the 
patient  if  he  be  intelligent  and  instructed.  The  state  of 
the  pupils,  of  the  visual  fields,  and  of  color  perception  are 
among  the  best  tests. 

[Priestley  Smith  has  recently  suggested  the  use  of  a  prism 
which  the  lualingerer  will  involuntarily  overcome  by  moving 
the  eye  before  which  it  is  placed,  alternately  holding  the 
prism  before  the  eye,  and  removing  it.  If  there  ia  good 
vision,  the  eye  will  be  seen  to  move  back  and  forth  to  avoid 
diplopia,  which  the  prism  would  otherwise  cause.  If  the 
eye  be  really  bliud,  no  such  movement  will  occur.] 

Oolor-blindnesB  may  be  congenital  or  acquired.  When 
actjuired  it  is  symptomatic  of  disease  of  the  optic  nerve,  or, 
as  for  example  in  hysterical  amblyopia,  of  some  affection 
of  the  visual  centre. 

Congenital  color-blindness  is  not  often  found  unless 
looked  for.  According  to  recent  and  extended  researches 
in  various  countries,  a  proportion  varying  from  about  3  to 
5  per  cent,  of  the  males  are  color-blind  in  greater  or  less 
degree,  and  it  appears  to  be  more  common  in  the  lower 
than  in  the  upper  classes.  These  facts  show  the  impor- 
tance of  carefully  testing  all  men  whose  employment  ren- 
ders good  perception  of  color  indispensable,  such  as  railway 
dgnalmen  and  sailors.  Color-blindness  is  usually  partial 
— i.  e.,  for  only  one  color  or  one  pair  of  complimentary 
colors,  but  is  occasionally  total.  The  most  common  form 
is  that  in  which  pure  green  is  confused  with  various  shades 
of  gray  and  of  red  (red-green  blindness) ;  blindness  for 
blue  and  yellow  is  very  rare.  The  blindness  may  be  in- 
Cfflnplete,  perception  of  very  pale  or  very  dark  red  or  green 
— fl.  g.,  being  enfeebled,  while  bright  red  and  green  are 
veil  recognized ;  or  it  may  be  complete  for  all  shades  and 
tints  of  those  colors.  Congenital  color-blindness  is  very 
often  hereditary,  but  nothing  further  is  known  of  its  cause. 
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It  is  very  rare  ia  women  (0.2  per  cent.)-  The  acuteness  of 
viBiou — I.  e.,  perception  of  form — ia  normal.  Both  eyes 
are  affected.' 

The  detection  of  color-blindiieas,  either  congenital  or 
acquired,  is  easy  if,  in  making  the  examination,  we  bear 
in  mind  the  two  points  already  referred  to  at  p.  47,  viz. ; 
(1)  Many  persons  with  perfect  co\oi perception  know  very 
little  of  the  names  of  colors,  and  appear  color-blind  if  asked 
to  name  them;  (2)  the  really  color-blind  often  do  not 
know  of  their  defect,  having  learned  to  compensate  for  it 
by  attention  to  differences  of  shade  and  texture.  Thus  a 
signalman  may  be  color-blind  for  red  and  green ;  yet  he 
may,  as  a  rule,  correctly  distinguish  the  green  from  the 
red  light,  because  one  appears  to  him  "brighter"  than 
the  other.  The  quickest  and  best  way  of  avoiding  these 
sources  of  error  has  been  mentioned  at  p.  47.  A  certain 
standard  color  is  given  to  the  patient  without  being  named, 
and  he  is  asked  to  choose  from  the  whole  ma«s  of  skeiQS  of 
wool  all  that  appear  to  him  of  nearly  the  same  color  and 
shade — no  two  being  really  quite  alike.  If,  for  example, 
he  cannot  distinguish  green  from  red,  he  will  place  the 
green  test-skein  side  by  side  with  various  shades  of  gray 
and  red.  Wilful  concealment  of  color-blindness  is  im- 
possible under  this  test  if  a  sufficient  number  of  shades  be 
used. 

As  it  is  necessary  to  detect  slight  as  well  as  high  degrees, 
the  first  or  prelimiuary  test  should  consist  of  very  pale 
colors,  and  a  pale  pure  green  is  to  be  taken  as  the  t«at  No. 
1  (see  plate  in  the  Appendix) ;  Noa.  1  to  5  are  liable  to 
be  confused  with  this  color.  For  ascertaining  whether 
the  defect  be  of  high  degree  or  not,  stronger  colors  are 
then  used ;  a  bright  rose  color — e.  p.,  II,  a,  may  be  con- 
fused with  bbie,  purple,  green,  or  gray  of  corresjwnding 

<  Bui  on  ttilc  point  Ibrthei'  i«hu«1i  it  ne^ed. 
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depth  (Nos.  6  to  9);  and  a  scarlet,  II.  b,  with  various 
shades  and  tints  of  brown  and  green  (Nos.  10  to  13). 

It  may  here  be  noted  that  the  visual  field  is  not  of  the 
same  size  for  all  colors,  Fig.  22,  green  and  red  having  the 
smallest  fields,  and  that  the  perception  of  all  colors  is,  like 
perception  of  form,  sharpest  at  the  centre  of  the  field. 
With  diminished  illumination  some  colors  are  less  easily 
perceived  than  others,  red  being  the  first  to  disappear,  and 
the  blue  persisting  longest — L  e..,  being  perceived  under 
the  lowest  illumination;  but  in  dull  light  the  colors  are 
not  confused,  as  in  true  color-blindness.  In  congenital 
color-blindness,  as  we  have  seen,  red-green  blindness  is  the 
most  common  form  ;  and  in  cases  of  amblyopia  from  com- 
mencing atrophy  of  the  optic  nerve,  green  and  red  are 
almost  always  the  first  colors  to  fail,  blue  remaining  last. 


i 
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The  vitreous  humor  is  nourished  by  the  vessels  of  the 
ciliary  body,  retina,  and  optic  disk,  and  is  probably  iuflu- 
enced  by  the  state  of  the  choroid  also;  aud  in  most  cases 
disease  of  the  vitreous  is  associated  with,  and  dependent 
on,  disease  of  one  or  other  of  the  structures  named. 

Thus,  in  connection  with  the  various  aurroumling  mor- 
bid processes,  the  vitreous  may  be  the  seat  of  inflammation, 
acule  or  chronic,  genera!  or  local,  and  of  hemorrhage.  It 
may  also  degenerate,  especially  in  old  age ;  its  cells  and 
solid  parts,  undergoing  fatty  change,  become  visible  as 
opacities,  while  its  general  bulk  becomes  too  fluid.  The 
only  alteration  that  we  can  directly  prove  in  the  vitreous 
during  life  is  loss  of  transparency  from  the  preseofe  of 
opacities  moving  or  more  rarely  fixed  in  it,  but  accord- 
ing as  such  opacities  move  quickly  or  slowly  we  infer  that 
the  humor  itself  is,  or  is  not,  more  fluid  than  in  health. 

Opacities  in  the  vitreous  may  take  the  form  of  large, 
dense  masses,  or  of  membraoes  hke  muslin,  crape,  "  bees' 
wings "  of  wine,  bands,  knotted  strings,  or  isolated  dots ; 
and  they  may  be  either  recent,  or  the  remains  of  long  ante- 
cedent exudation,  hemorrhage,  or  degeneration,  or  newly- 
formed  bloodvessels.  Again,  the  vitreous  may  become 
uniformly  misty,  owing  to  the  diffusion  of  numberleea 
dots,  "  dust-like"  opacities,  which  need  careful  focussing 
by  direct  examination  with  a  convex  lens  (about  +  12  D.) 
behind  the  mirror,  to  be  separately  seen. 

Opacities  in  the  vitreous  aro  usuallydetected,  with  great 
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ease,  by  direct  opli thai niosco pic  examination  at  about  12" 
from  tbe  patient,  but  are  generally  aituatetl  too  far  forward 
— i.  e.,  too  far  within  the  focus  of  the  lens  system — to  be 
seen  clearly  at  a  very  short  distance  without  a  -|-  lens  be- 
hind the  mirror.  If  the  patient  move  his  eye  sharply  and 
freely  from  aide  to  side  and  from  above  downward,  the 
opacities  will  be  seen  against  the  red  ground,  as  dark  fig- 
ures which  continue  to  move  after  the  eye  has  come  to  rest ; 
they  are  thus  at  once  distinguished  from  opacities  in  the 
cornea  or  lens,  or  from  dimly  seen  spots  of  pigment  at  the 
fundus,  which  stop  when  the  eye  stops.  The  opacities  in 
the  vitreous  move,  just  as  solid  particles  and  film  move  in 
a  bottle  after  the  bottle  has  been  shaken ;  the  quickness 
and  freedom  of  their  movement  in  the  one  case  as  in  the 
other  depending  very  much  on  the  consistence  of  the  fluid. 
When  the  opacities  pass  across  the  field  quickly  and  make 
wide  movements,  we  may  be  sure  that  there  is  aynchym  or 
fluidity  of  the  vitreous  humor ;  if  they  move  very  la/,ily, 
its  consistence  is  probably  normal ;  if  only  one  or  two 
opacities  be  present  they  may  only  come  into  view  now 
and  then.  Moving  opacities  in  the  vitreous  obscure  the 
fundus  both  to  the  direct  and  indirect  ophthalmoscopic 
examination,  in  proportion  to  their  size,  density,  and  posi- 
tion ;  a  few  isolated  dots  scarcely  affect  the  brightness  of 
the  ophthalmoscopic  image. 

The  opacities  may  lie  quite  in  the  cortex  of  the  vitreous 
and  be  anchored  at  the  fundus,  so  as  to  have  but  little 
movement.  Such  opacities,  generally  single,  are  found 
lying  over  or  near  to  the  disk,  and  may  be  the  result  either 
of  inflammation  or  of  hemorrhage ;  they  arc  often  mem- 
branous, more  rarely  globular,  and  not  perfectly  opaque. 
Such  an  opacity  should  be  suspected  when,  by  indirect 
ophthalmoscopic  examination,  a  localized  haze  or  blurring 
of  some  part  of  the  disk  or  its  neighborhood  is  noticed. 
The   opacity  must   then  be    searched    for   by  the    direct 
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mcthoil,  tlie  patient's  eye  being  at  rest;  by  altering  the 
distunce  from  the  patient,  or  by  turniog  od  various  con- 
vex lenses  (or  concave,  if  the  eye  be  very  highly  myopic)  I 
the  opacity  will  oome  sharply  into  view.  The  patient's 
refraction  must  be  approximately  known  in  order  to  make 
this  examination  proj>erly.  Densely  opai[ue  white  mem- 
branes may  also  form  over  the  disk  or  upon  the  retina,  the 
nature  and  situation  of  which  are  diagnosed  in  the  same 
way. 

Diffused  hazineea  of  the  vitreous  causes  a  corresponding 
degree  of  dimness  of  outline  and  darkening  of  the  details 
of  the  fundus,  as  if  these  were  seen  through  a  thin  smoke. 
The  disk,  in  particular,  appears  red,  without  really  being 
so.  Much  the  same  appearances  are  caused  by  diffused 
haze  of  the  cornea  or  lens,  but  the  presence  of  these  changes 
will,  of  course,  have  been  excluded  by  focal  illumination. 
There  are  even  cases  of  vitreous  disease  where  no  det^U 
can  be  seen,  even  by  careful  examination,  though  plenty 
of  light  reaches  and  returns  from  the  fundus.  In  theae 
the  light  is  scattered  by  innumerable  little  particles,  each 
of  which  is  transparent,  so  that  the  light,  without  being 
absorbed,  is  distorted  and  broken  up,  as  in  passing  through 
ground-glass  or  white  fog,  or  a  partial  mixture  of  fluids  of 
different  densities,  such  as  glycerin  and  water.  This  flne 
general  haze  is  found  chiefly  in  syphilitic  choroido-retJnitiB, 
in  which  inflltration  of  the  vitreous  with  cells  is  known  to 
occur.  It  is  not  always  easy,  nor  indeed  possible,  to  distin- 
guish with  certainty  between  diffuse  haze  of  the  vitreous 
and  diffuse  haze  of  the  retina. 

Crystals  of  cholesterin  sometimes  form  in  a  fluid  vitreous, 
and  are  seen  with  bright  illumination  as  minute,  dancing, 
golden  spangles,  when  the  eye  moves  about,  KpaTkling  fljfti- 
ckysk.  They  proportionately  obscure  the  fundus.  Lai^ 
opacities  just  behind  the  lens  may  be  seen  by  focal  light  in 
their  natural  colors.    In  rare  cases  of  choroido-retinitU^ 
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mioute  growths,  consisting  chiefly  of  bloodvessels,  fomi 
on  the  retina,  and  project  into  the  vitreous ;  they  are 
rather  curiosities  than  of  practical  importance. 

Parasites  (cysticercua  cellulose)  occasionally  come  to 
rest  in  the  eye,  and  in  development  penetrate  into  the 
vitreous ;  they  are  rarely  seen  in  England,  but  are  com- 
paratively common  in  some  parta  of  Germany.  Very 
rarely  a  foreign  body  may  be  visible  in  the  vitreous. 

The  following  are  the  conditions  in  which  disease  of  the 
vitreous  is  most  commonly  found  : 

1.  Myopia  of  high  degree  and  old  standing ;  the  opaci- 
ties move  very  freely,  showing  fluidity  of  the  humor,  and 
are  sharply  defined.  They  are  often  the  result  of  former 
hemorrhage. 

2.  After  severe  blows,  causing  hemorrhage  from  the  ves- 
sels of  the  choroid  or  ciliary  body.  When  recent  and 
situated  near  the  back  of  the  lens  the  blood  can  often  be 
seen  by  focal  light;  if  very  abundant  it  so  darkens  the 
interior  of  the  eye  that  nothing  whatever  can  be  seen  with 
the  mirror. 

3.  After  perforating  wounds.  The  opacity  will  be  blood 
if  the  case  be  quite  recent.  Lymph  or  pus  in  the  vitreous 
gives  a  yellow  or  greenish-yellow  color,  easily  seen  by  focal 
light,  or  even  by  daylight,  and  usually  most  dense  toward 
the  position  of  the  wound. 

4.  In  rare  cases  large  hemorrhages  into  the  vitreous 
occur  spontaneously  in  healthy  eyes,  with  hemorrhages 
into  the  retina  (not  to  be  confused  with  retinitis  hiemor- 
rhagica,  p.  242j.  Relapses  often  occur,  and  detachment 
of  retina  may  ensue.  The  subjects  are  generally  young 
adult  males  liable  to  epista^is,  constipation,  and  irregu- 
larity of  cireulation  (Ealea) ;  gout  may  have  some  influ- 
eoce  (Hutchinson).  This  affection  seems  sometimes  to  be 
related  to  the  form  of  choroiditis  referred  to  at  p.  225, 

In  all  of  the  above  cases  detachment  of  the  retina  is 
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likely  to  occur  sooner  or  later,  and  if  both  be  present,  the 
differential  diagnosis  may  be  difficult. 

5.  Syphilitic  choroiditis  and  retinitis.  There  is  often 
diffuse  haze,  in  addition  to  large,  slowly  floating  opacities. 
The  change  here  is  due  to  inflammation,  and  the  opacities 
may  entirely  disappear  under  treatment.  These  are  the 
cases  in  which  new  vessels  in  the  vitreous  are  most  common. 

6.  Some  cases  of  cyclitis  and  cyclo-iritis.  The  opacities 
are  inflammatory. 

7.  In  the  early  stage  of  sympathetic  ophthalmitis.  The 
opacities  are  inflammatory. 

8.  In  various  cases  of  old  disease  of  choroid,  usually  in 
old  persons,  and  without  proof  of  syphilis.  No  doubt  many 
of  these  indicate  former  choroidal  hemorrhages. 

9.  Cases  occur  in  which  no  cause,  either  local  or  general, 
can  be  assigned  for  the  presence  of  opacities  in  the  vitreous. 


Lare  1 
hUtc 
may 
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Ik  this  peculiar  aud  very  aerioua  disease  the  character- 
istic objective  symptom  is  increased  tightness  of  the  eye- 
capsule,  sclerotic  and  cornea,  "increased  tension;"  all 
the  characteristic  features  of  tlie  disease  depend  upon  this. 
The  diijease  is  much  more  common  after  middle  life,  when 
the  sclerotic  becomes  less  distensible  than  before ;  and  it 
is  more  common  in  hypermetropic  eyes,  where  the  sclerotic 
is  thick,  than  in  myopic  eyes,  where  it  is  thinned  by  elon- 
gation of  the  globe. 

Glaucoma  may  be  primary,  coming  on  in  an  eye  appar- 
ently healthy,  or  the  subject  of  some  disease,  such  as  senile 
cataract,  which  has  do  induence  on  the  glaucoma;  or  it 
may  be  secondary,  caused  by  some  still  active  disease  of 
the  eye,  or  by  conditions  left  after  some  previous  disease, 
such  as  iritis.  It  is  always  important  and  seldom  difficult 
to  distinguish  between  primary  and  secondary  glaucoma. 

Glaucoma  differs  in  severity  and  rate  of  progress  from 
the  most  acute  to  the  most  chronic  aud  insidious  form  ;  but 
in  every  form  it  is  a  progressive  disease,  and  unless  checked 
by  treatment  goes  on  to  permanent  blindness.  The  disease 
is  very  often  symmetrical,  attacking  the  second  eye  after  a 
varying  interval. 

It  is  customary  and  useful  to  speak  of  glaucoma  aa  either 
acute, subacute,  or  chronic.  But  many  iutermediate  forms 
are  found,  and  the  same  eye  may,  at  difierent  stages  in  its 
history,  pass  through  each  of  the  three  conditions.  We 
may,  indeed,  here  observe  that  acute  and  subacute  out- 
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bursts  are  generally  preceded  by  a  so-called  "  premonitory  " 
stage,  in  whiuh  the  BymptomB  are  not  only  chronic  and 
mild,  but  remittent ;  the  intervals  of  remission  becoming 
shorter  and  shorter,  till  at  length  the  attacks  become  con- 
tinuous, and  the  glaucomatous  state  is  fully  established. 
Rapid  increase  of  preabyopia  (Chapter  XX.),  shown  by  the 
need  for  a  frequent  change  of  spectacles,  is  a  common  pre- 
monitory sign,  though  it  is  often  overlooked. 

Chronic  glaucoma  sets  in  ^vith  a  cloudiness  of  sight,  or 
"  fog,"  varying  in  density  and  often  clearing  off  entirely 
for  days  or  even  weeks,  "premonitory  stage."  But  in 
some  cases  the  failure  progresses  without  remissions  from 
first  to  last.  During  the  attacks  of  "  fog,"  artificial  lights 
are  seen  surrounded  by  colored  rings,  "rainbows"  or 
"  balos,"  due  to  haze  of  the  cornea,  which  are  to  be  dis- 
tinguished from  those  due  to  mucus  on  the  cornea.  The 
attacks  of  fog  are  often  noticed  only  after  long  use  of  the 
eyes,  as  in  the  evening  or  when  exhausted,  the  sight  being 
better  in  the  early  part  of  the  day  and  after  food.  Even 
when  the  sight  has  become  permanently  cloudy,  complete 
recovery  no  longer  occurring  between  the  attacks,  varia- 
tions of  sight  still  form  a  marked  feature.  There  is  no 
congestion,  and  neuralgic  pain,  though  not  uncommon,  ia 
often  entirely  wanting.  The  disease  has  to  be  distin- 
guished from  incipient  nuclear  cataract,  disease  of  the 
optic  nerve,  syphilitic  retinitis,  and  attacks  of  megrim. 

If  we  see  the  patient  during  one  of  the  brief  early  fits  ot 
cloudy  eight,  or  after  the  fog  has  settled  down  permanently, 
the  following  changes  will  be  found ;  a  greater  or  less  de- 
fect of  sight,  not  remedied  by  glasses,  is  present  in  one  eye, 
or  if  in  botli,  more  in  one  than  the  other ;  the  pupil  is  a 
little  larger  and  less  active  than  normal ;  tlie  anterior 
chamber  may  be  shallow,  and  there  is  usually  slight  dul- 
ness  of  the  eye  from  steaminess  of  cornea,  or  haze  of  the 
aqueous  humor,  and  some  engorgement  of  the  large  per- 
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forating  vessels  situated  at  a  little  distaDce  from  tlie  cornea, 
Figs.  25  and  27 ;  the  tension  is  somewhat  increaaed,  usu- 
ally about  -j-  1,  p.  41 ;  and  the  field  of  vision  may  be  con- 
tracted, specially  on  the  nasal  side.  The  optic  disk  will 
be  found  normal,  pale,  or  sometimes  congested  in  early 
cases ;  pale  and  cupped  all  over  at  a  later  stage.  There 
may  be  spontaneous  pulsation  of  all  the  vessels  on  the 
disk ;  or  the  arteries,  if  not  pulsating  spontaneously,  will 
do  so  on  very  slight  pressure  on  the  eyeball.  If  the  case 
be  of  old  standing,  the  tension  will  often  be  much  increased, 
the  pupil  dilated  and  sluggish,  though  not  motionless,  the 
lens  liazy,  the  field  of  vision  much  contracted.  Fig.  94, 
acutencss  of  vision  extremely  defective,  the  cornea  in  some 
cases  clear,  in  others  dull.  In  nearly  all  cases  of  glaucoma 
the  temporal  part  of  the  field,  nasal  part  of  the  retina,  re- 
tains its  function  longest ;  and  in  advanced  cases  the  patient 
will  often  show  this  by  his  manner  or  statements  ;  occasion- 
ally the  field  becomes  extremely  contracted  before  central 
vision  fails.  In  some  few  cases  of  simple  glaucoma  scoto- 
mata  appear  at  the  central  parts  of  the  field  without  con- 
traction. 

An  eye  in  which  the  above  symptoms  have  set  in  may 
progress  to  total  blindness  in  the  course  of  months  or 
several  years  without  a  single  "  inflammatory  "  symptom, 
without  either  pain  or  redness — chronic  painless  glaucoma 
{simple  glaucoma)  ;  and  since  the  lens  often  becomes  par- 
tially opaque  and  of  a  grayish  or  greenish  hue,  cases  of 
chronic  glaucoma  are  sometimes  mistaken  for  senile  cata- 
ract. 

But  more  commonly,  in  the  course  of  a  chronic  case, 
periods  of  pain  and  congestion  occur,  with  more  rapid 
faUure  of  sight ;  or  the  disease  sets  in  with  "  infiamma- 
tory  "  symptoms  at  once.  In  these  cases  of  mibacuie  glau- 
arnia,  besides  the  symptoms  named  above,  wo  find  dusky, 
reticulated  congestion  of  the  small  and   large  episcleral 
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vessels  in  the  ciliary  region,  Fig.  28,  with  pain  referred 
to  the  eye,  the  side  of  the  head,  or  of  the  nose,  and  rapid 
failure  of  sight.  The  increase  of  tension,  steaminess,  and 
partial  aniesthesia  of  the  cornea,  the  enlarged  and  sluggish 
pupil,  and  the  shallowness  of  the  anterior  chamber,  are  all 
more  marked  than  is  usual  in  chronic  cases,  and  the  media 
are  too  liazy  to  allow  a  good  ophthalmoscopic  examination. 


Irregular  contmatlon  of  R.  and  L,  fields  of  tLbIoii  In  c, 
froTQ  \v/o  difltrent  cases.    Tbe  black  parts  abow  compleU 
ra  partial  Iwa.    EACh  field  ramaltis  beat  la  tbe  out 
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These  symptoms,  ending  after  a  few  weeks  or  months  in 
complete  blindness,  may  remain  at  about  the  same  height 
for  months  after  that  eveut,  with  slight  variations,  the  eye 
gradually  settling  down  into  a  permanent  state  of  severe, 
but  chronic,  Don -inflammatory  glaucomatous  tension.  Short 
attacks  of  subacute  glaucoma,  with  intervals  of  perfect 
recovery,  sometimes  occur,  remiUent  glaucoma;  permanent 
glaucoma  usually  supervenes. 

Acute  glaucoma  (inflammatory  or  congestive  glaticoma) 
differs  from  the  other  forms  only  in  suddenness  of  onset, 
rapidity  of  loss  of  sight,  and  severity  of  congestion  and 
pain.  The  congestion,  both  arterial  and  venous,  is  in- 
tense ;  in  extreme  cases  the  lids  and  conjunctiva  are 
swollen,  and  there  is  photophobia,  so  that  the  case  may 
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;  mistaken  for  an  acute  ophthalmia.  All  the  specific 
signs  of  glaucoma  are  intensified;  the  pupil  considerably 
dilated  and  motionless  to  light,  the  cornea  very  steamy, 
the  anterior  chamber  very  shallow,  and  tension  +  2  or  3. 
Sight  will  fall  in  a  day  or  two  down  to  the  power  of  only 
counting  fingers,  or  to  mere  percejition  of  light,  and  if  the 
case  have  lasted  a  week  or  two,  even  p.  1.  is  usually  abol- 
ished. The  pain  is  very  severe  in  the  eye,  t«mp!e,  back 
of  the  head,  and  down  the  nose  ;  not  infrequently  it  is  ao 
bad  as  to  cause  vomiting,  and  many  a  case  has  been  mis- 
taken tor  a  "  bilious  attack  "  with  a  "  cold  in  the  eye,"  for 
"neuralgia  in  the  head,"  or  "rheumatic  ophthalmia." 
Some  cases,  however,  though  very  acute,  are  mild  and  re- 
mit spontaneously;  but  these,  like  the  ones  mentioned  in 
the  preceding  paragraph,  often  pass  on  into  the  severe  type 
now  described. 

Absolute  glaucoma,  is  glaucoma  that  has  gone  on  to  per- 
manent blindness.  Such  an  eye  continues  to  display  the 
tension  and  otlier  signs  of  the  disease,  and  remains  liable 
to  attacks  of  pain  and  congestion  for  varying  periods,  but 
in  many  "absolute"  cases,  especially  when  the  original 
attack  has  been  acute,  changes  occur  sooner  or  later,  leail- 
ing  to  staphylomata,  cataract,  atrophy  of  iris,  and  finally 
to  softening  aud  shrinking  of  the  globe. 

As  a  rule  glaucoma  runs  the  same  course  in  the  second 
eye  as  in  the  first,  but  sometimes  it  will  be  chronic  in  one 
and  acute  or  subacute  in  the  other. 

Explanation  of  the  symptoms.  The  causes  which 
produce  the  temporary  attacks  or  "  premonitory  symp- 
toms "  lead,  if  continued,  to  atrophy  of  the  iuuer  layers 
of  the  retina  and  of  the  disk,  and  to  consequent  blindness. 
The  increase  of  tensioa  damages  the  retina  both  by  direct 
compression  and  by  impeding  its  circulation,  the  latter 
beiug  probably  the  more  important  factor  in  the  early 
stages.     If  the  media  be  clear  enough  to  allow  a  good 
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view,  the  retinal  arteries  are  aeeD  to  be  Darrow,  and  often 
pulsating  spontaneously,  and  the  veins  eugorged.  The 
periphery  of  the  retina  suffers  first  and  most  often 
from  thia  lowering  of  arterial  blood-supply,  and  hence 
probably  the  contraction  of  the  visual  field ;  but  the  inner 
layers  of  the  retina,  over  ita  whole  extent,  suffer  if  the 
pressure  be  kept  up  (1 )  from  this  same  insufficiency  of 
arterial  blood,  and  tiie  changes,  including  hemorrhage, 
which  follow  impeded  venous  outflow ;  (2)  from  direct 
compression  of  the  retina ;  (3j  from  stretching  and  atrophy 
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vapf  deep  glaucomiL  cup     Compare 


of  the  Derve-fibrea  ou  the  disk.  The  floor  of  the  disk, 
lamina  cribroga,  being  the  wea.kest  part  of  the  eye-capsule, 
is  slowly  pressed  backward,  the  nerve-fibres  being  dragged 
down,  displaced,  and  finally  atrophied ;  the  direct  pressure 
on  the  nerve-fibres,  as  tbey  bead  over  the  edge  of  the  disk, 
helps  in  the  same  process.  Hence  finally  the  disk  becomes 
not  only  atrophied,  but  hollowed  out,  Fig.  9.5,  into  the  well- 
known  "  glaucomatous  cup."  This  cup,  when  deep,  has  an 
overhanging  edge,  because  the  border  of  the  disk  is  smaller 
at  the  level  of  the  choroid  than  at  the  level  of  the  lamina 
cribroga;  its  aides  are  quite  steep  even  when  the  cup  is 
shallow.  Fig.  96. 


The  veesela  seldom  all  bend  with  equal  abruptnt 

parts  of  the  disk  being  more  deeply  hollowed  than  others. 
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or  some  of  the  vesaels  spaaning  over  the  interval  inatead 
of  hugging  the  vroll  of  the  cup.  lacrease  of  tension  must 
be  maintained  for  several  months  to  produce  cupping  recog- 
nizable by  the  ophthalmoscope.  When  recent  acute  glau- 
coma has  been  cored  by  operation,  the  disk,  though  not 
cupped,  often  becomes  rather  hazy  and  very  pale.  Although 
usually  the  excavation  extends  from  the  first  over  the  whole 
surface  of  the  disk,  it  appears  sometimes  to  begin  at  the 
thinnest  part,  the  physiological  pit,  and  spread  centrifii- 
gaJly  toward  the  border.  A  deep  cup  is  sometimes  partly 
filled  up  by  fibrous  tissue,  the  result  of  chronic  inflamma- 
tion, and  its  true  dimensions  are  not  then  appreciable  by 
the  ophthalmoscope. 

The  shallowness  of  the  anterior  chamber  is  probably  due 
to  advance  of  the  lens  ;  it  ia  by  no  means  a  constant  symp- 
tom. CompresHioB  of  the  cihary  nerves  accounts,  in  early 
cases,  for  the  sluggish  and  usually  dilated  pupil,  and  for 
the  corneal  aniesthesia.  In  old-standing  cases  the  iris  is 
often  atrophied  and  shrunken  to  a  narrow  rim ;  in  uncom- 
plicated glaucoma  iritic  adhesions  are  never  seeu.  The 
corneal  cliauges  depend  partly  on  "  steatniness "  of  the 
epithelium,  partly  upon  haze  of  the  corneal  tissue  from 
tedema  (Fuchs).  In  recent  cases,  especially  if  acute,  the 
aqueous  humor  and  the  lens  appear  to  become  somewhat 
turbid.  In  old  cases,  as  already  stated,  the  lens  often  be- 
comes slowly  cataractous.  There  is  some  doubt  whether 
the  vitreous  becomes  hazy  in  glaucoma ;  it  is  certaioly 
very  seldom  so  when  the  cornea  and  lena  are  clear,  and 
the  point  cannot  be  settled  when  these  media  are  hazy. 
The  internal  pressure  tends,  in  acute  cases,  to  make  the 
globe  spherical,  by  reducing  the  curvature  of  the  cornea 
to  that  of  the  sclerotic ;  it  also  in  all  cases  weakens  the 
accommodation,  at  first  by  pressing  on  the  ciliary  nerves, 
later  by  causing  atrophy  of  the  ciliary  muscle  ;  these  facts 
together  explain  the  rapid  decrease  of  refractive  power 


(i.  e.,  rapid  onset  or  increase  of  presbyopia)  which  is  some- 
times noticed  by  the  patient.  The  choroidal  circulation  la 
obstructed  hy  the  increase  of  pressure,  and  in  severe  glau- 
coma, especially  of  old  staudiug,  the  anterior  eUiary  veins, 
forming  the  episcleral  plexus,  Figs.  25  and  2i),  as  well  aa 
the  arteries,  Fig.  27,  become  very  much  enlarged. 

Mechanism  of  Glaucoma.  The  increased  tension  is 
due  to  excess  of  fluid  in  the  eyeball.  Impeded  escape  is 
probably  the  chief  cause  of  this  excess,  and  recent  research 


Saqtion  Ihroiieh  the  ciliary  region  In  a  healthy  human  eye.  Cto.,  TOtUBa: 
Sd.,  aolerolle  ;  C.  U.,  ciliary  muscle;  C.  P.,  tivo  uillftry  prooessen,  one  larger 
thanlbo other;  ir,, IrlB;  j;.,lhe marginal parlotlheoryslalliDelena;  a, angle 
uf  anterior  chamber;  d.niembiane  of  Dcsccmet.  which  ceases  (as  such)  bcfoie 
reaching  the  angle,  a.  The  dotled  line  BliowBthe  course  probably  taken  by 
fluid  from  the  anterior  part  of  the  Titreous  Into  tbe  pcsterior  aqueous  oliam- 
ber,  where  it  ig  augmented  by  aqneouB  humor  secreted  by  the  anterior  part 
of  the  ciliary  proccKs,  thence  tbroogh  tbe  pupil  (not  ahown]  into  Che  aoterier 
aqueouB  chamber,  to  ati  angle,  a,    Buspensory  llgameat  of  lens  not  abowo. 


has  proved  that  changes  are  pi*esent  in  nearly  all  glaucoma- 
tous eyes,  which  must  lessen  or  prevent  the  normal  out- 
flow. But  increased  secretion  and  internal  vascular  con- 
gestion undoubtedly  play  an  important  part  in  certain 
cases.  Some  authorities  have  attributed  the  phenomena 
of  glauronia  to  vasomotor  changes  in  the  size  of  the  blood- 
vessels, but  such  hypotheses  are  wanting  in  proof.     Both 
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conditions  would  have  most  efiect  when  the  stjierotic  was 
most  unyielding — i,  e.,  in  old  age  and  in  hj^ermetropic 
eyes.  It  is  probable  that  there  ia  a  constant  movement 
of  fluid  from  the  vitreous  humor  through  the  suspensory 
ligament  of  the  lens,  and  also  from  the  anterior  part  of 
the  ciliary  processes,  into  the  anterior  chamber,  aa  shown 
by  the  dotted  line  in  Fig.  98.  The  fluid  escapes  from  the 
anterior  chamber  into  the  lymphatics  and  perhaps  into  the 


Ctliary  region 

veins  of  the  sclerotic,  through  the  meshes  of  the  ligamentum 
pectinatum  {Fontana'g  gpaeee),  which  close  the  angle  a  (ji/- 
traUon  angle) ;  and  it  has  been  proved  that  very  little  fluid 
can  pass  through  any  other  part  of  the  cornea.  In  glau- 
coma the  angle  a  is  nearly  always  closed,  in  recent  cases  by 
contact,  in  old  oases  by  permanent  cohesion,  between  the 
periphery  of  the  iris  and  the  cornea,  Figs.  99  and  100, 
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No  complete  explanation  of  this  advance  of  the  iris  has 
yet  been  given.  Adolf  Weber  holda  that  the  ciliary  pro- 
cesses becoming  swollen  from  various  canses,  push  the  iris 
forward,  and  bo  start  the  glaucomatous  state.  Priestley 
Smith'  believes  that  the  primary  obstruction  is  at  the 
narrow  chink  between  the  edge  of  the  len.s  and  the  tips 
of  the  ciliary  processes,  "  circumlental  space,"  and  that 
the  block  may  depend  upon  one  or  more  of  three  factors 
— increase  in  the  size  of  the  lens  due  to  advancing  years,' 
abnormal  smallness  of  the  ciliary  area,  as  in  bypermetropia, 
and  abnormal  enlargement  of  the  ciliar}'  processes.  Ob- 
struction of  this  space  leads  to  rise  of  pressure  in  the  vit^ 
reous,  followed  by  advance  of  the  lens  and  ciliary  processes 
against  the  base  of  the  irip,  and  consequent  closure  of  the 
angle.  Brailey  holds  that  a  chronic  inflammation  of  the 
ciliary  muscle  and  processes,  and  of  the  iris,  quickly  pass- 
ing on  to  atrophic  shrinking,  leads  to  narrowing  of  the 
angle  and  initial  rise  of  tension ;'  in  a  later  paper,  how- 
ever, he  agrees  to  some  extent  with  the  view  of  Weber, 
above  referred  to.'  Cases  of  chronic  glaucoma  have  been 
seen  in  which  the  iris  was  congenitally  absent ;  in  some  of 
these  cases  the  angle  of  the  anterior  chamber  has  been 
found  blocked  by  the  rudimentary  iris. 

But  there  are  cases  which  show  that  the  matter  ia  not 
always  so  simple.  Stilling,  of  Strasburg,  contended  that 
the  waste  fluids  escape  by  the  central  canal  of  the  vitreous 
into  the  optic  nerve,  and  partly  also  by  filtration  through 
the  circum papillary  portion  of  the  sclerotic,  and  that  a 
sclerosis  of  these  parts,  by  diminishing  their  permeability, 
leads  to  glaucoma ;  Brailey°  states  from  pathological  re- 


'  Priaatley  Smllb  :  TransaclinnBOphlhalmlcSoclets'.TOl.  tI,  18S8. 
>  The  increase  In  the  stje  uf  tlie  leaa  as  age  ttilvaucoB  has  been  pioyei] 
beroad  doubt  by  Pileslley  Smith's  resurchea.    Ibid.,  vol.  Ul.  1SS3. 
'  BralU)' :  Ophthalmic  Uospltal  Reporls,  imi,  vol.  i.,  pp.  14,  S».  S3. 
•  Ibid..  ISHl,  p.  W2.  '  Ibid.,  pp.  86, 2T7,  282. 
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search  that  inflammation  of  the   optic  nerve  is  alwaya 
present  quite  early  iu  glaucoma,  and  that  it  precedes  the  ■ 
increased  tension ;   ophthalmoscopic  esumination  in  cer- 1 
tain  cases  lends  support  to  this  statement.'     It  may  be] 
added,  in  support  of  these  views,  that  in  some  cases  of  1 
glaucoma  the  angle  of  the  anterior  chamber  remains  freely  I 
open,  and  that  the  ophthalmoscopies!  appearances  of  glaa- 
coma  are  occasionally  seen  without  iocrease  of  T.     For 
other  causes,  see  Secondary  Glaucoma,  p.  304. 

An  over-supply  of  fluid  affects  the  tension  differently  in 
different  cases.  Congestion  and  ordinary  inflammations 
of  the  retina  and  uveal  tract  do  not  cause  glaucuma,  and 
dilatation  of  the  arteries  by  vagomotor  paralysis  is  said  to 
be  accompanied  by  diminished  tension.  But  tumors  In, 
and  even  upon,  the  eye  often  give  rise  to  secondary  glau- 
coma, and  probably  the  active  congestion  and  transuda- 
tion of  fluid  and  small  cells,  which  occur  near  to  a  quickly 
growing  tumor,  are  the  chief  factors ;  certainly  the  glau- 
coma stands  in  no  constant  relation  either  to  the  size  or 
position  of  the  tumor.  A  relation  is  observed  in  some 
cases  between  glaucoma  and  neuralgia  of  the  fifth  nerve, 
and  T.  is  said  to  be  lowered  iu  paralysis  of  this  nerve. 
Probably  the  pain  acts  by  causing  associated  congestion, 
and  thus  setting  up  glaucoma  in  a  predisposed  eye. 

General  and  Diatdetic  Caoses.  In  an  eye  predis- 
posed, by  the  changes  above  mentioned  in  the  ciliary  re- 
gion, any  cause  of  congestion  may  precipitate  an  acute 
attack.  Congestion  of  the  eyes  in  connection  with  disturb- 
ances of  the  general  circulation  from  heart  disease,  bron- 
chitis, or  portal  engorgement,  or  due  to  loss  of  sleep  from 
gout,  neuralgia,  worry,  etc.,  or  caused  by  the  over-use  of 
presbyopic  eyes  without  suitable  glasses,  or  by  a  blow,  or 
prolonged    ophthalmoscopic  examination,  or  exposure  to 
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cold  wind,  may  all  bring  it  about.  Atropine  has  sometimes 
caused  an  attack,  because,  bj  lesseniug  tlie  width,  it  in- 
creaaes  the  thickneas  of  the  iria,  and  so  crowds  it  into  the 
angle  of  the  anterior  chamber.  Iridectomy  on  one  eye 
occasionally  seta  up  acute  glaucoma  in  the  other,  probably 
by  causing  general  excitement  and  disturbance,  and  it  is 
now  customary  to  use  eserine  as  a  preventive  in  the  second 
eye  after  iridectomy  in  the  first.  Glaucoma  is  uncommon 
before  the  age  of  forty,  and  is  most  frequent  between  fifty- 
five  and  sixty-five  j'  the  rare  cases  seen  in  young  adults 
and  children  are  generally  chronic  and  often  associated 
with  other  changes  in  the  eyes,  particularly  myopia.  Acute 
cases  are  often  dated  from  a  period  of  overwork  of  the 
eyes,  or  want  of  sleep,  as  from  sitting  up,  nursing,  etc. 
Patients  who  have  had  glaucoma  in  one  eye  should  be 
emphatically  warned  as  to  the  danger  of  over-using  the 
eyes,  or  of  working  without  proper  glasses,  and  against 
dietetic  errors.  Primary  glaucoma  is,  according  to  the 
latest  statistics,' as  a  whole,  rather  more  common  in  women 
than  men;  and  while  the  acute  (congestive)  forms  are 
much  more  common  in  women,  very  chronic  glaucoma  are 

Treatment.  Iridectomy,  or  an  equivalent  operation, 
is,  with  very  few  exceptiong,  the  only  curative  treatment. 
Eserine  or  pilocarpine  (gr.  j-ij  to  |j)  used  locally,  how- 
ever, diminishes  the  tensioD  in  acute  glaucoma,  and  a  few 
attacks  seem  to  have  been  permanently  cured  by  it.  But 
although  seldom  really  curative,  eserine  is  of  great  tempo- 
rary value  in  cases  where  an  operation  has  to  be  deferred. 
It  has  little  or  no  effect  on  the  tension  unless  it  cause 
marked  contraction  of  the  pupil,  Eserine  acta  (1)  by 
stretching  the  iris  and  drawing  it  away  from  the  angle 
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of  the  antorior  chamber ;  (2)  by  the  contraction  of  the 
ciliary  muscle  which  it  causes,  the  meshes  of  the  tissue 
bounding  this  angle  are  more  widely  opened.  Eserine 
causes  congestion  of  the  ciliary  processes,  and  probably 
this  explains  why,  if  it  do  not  soon  relieve,  it  sometimes 
aggravates  the  symptoms.  It  is  of  use  chiefly  in  recent, 
and  especially  in  acute  coses;  a  solution  of  half  a  grain 
or  a  grain  of  the  sulphate  to  the  ounce  is  to  be  used  about 
every  two  hours  and  continued  if  relief  be  obtained.  If 
in  a  few  hours  it  increase  the  pain  and  do  not  lessen  the 
T.  it  should  be  abandoned.  The  pain  in  acute  cases  may 
be  much  relieved  by  leeching,  warmth  to  the  eye,  deriva- 
tive treatment,  such  as  purgation  and  hot  foot-baths,  and 
soporifics.  Cocaine  is  used  with  eserine  by  some  surgeons, 
and  seems  to  increase  its  efficacy. 

Iridectomy  cures  glaucoma  by  permanently  reducing  the 
tension  to  the  normal  or  nearly  normal  degree.  It  is  found 
that  the  best  results  are  obtained  if — (l)the  path  of  the 
incision  lie  in  the  sclerotic  from  1  to  2  mm.  from  the  appa- 
rent corneal  border.  Fig.  99  ;  (2)  the  wound  be  large,  allow- 
ing removal  of  about  a  fifth  of  the  iris ;  (3)  the  iris  be  re- 
moved quite  up  to  its  ciliary  attachment,  which  is  best 
done  by  first  cutting  one  end  of  the  drawn-out  loop  of  iris, 
then  tearing  it  from  its  ciliary  attachment  along  the  whole 
extent  of  the  wound,  and  cutting  through  the  other  end 
separately.  See  Operation.  Puncture  of  the  sclerotic  be- 
hind the  ciliary  region  has  been  recommended  by  Priestley 
Smith  to  relieve  the  tension  in  the  vitreous  chamber  before 
proceeding  to  the  iridectomy,  or  in  cases  where  after  iridec- 
tomy the  tension  in  the  vitreous  chamber  still  remains  ab- 
normally high.  Evacuation  of  the  aqueous  humor  by  ]>ara- 
centesis  of  the  anterior  chamber  gives  only  temporary  relief . 

A  mere  wound  in  the  sclerotic,  differing  but  little  in 
position  and  extent  from  that  made  for  iridectomy,  is  sufiS- 
cient  to  relieve  -|-  T.,  and  to  cure  some  cases  of  glaucoma 
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permanently,  and  this  operation,  aubBonjundival  sclerotomy, 
was  lai^ly  adopted  by  some  operators  a  few  years  ago. 
Iridectomy,  however,  has  held  its  ground  as  the  more 
effectual  operation.  Sclerotomy  is  open  to  objection : 
(1)  because  the  position  and  length  of  the  wound  are  not 
perfectly  under  control ;  if  too  far  forward  and  too  short 
it  is  ineffectual,  if  too  far  back  and  too  long  there  is  risk 
of  wounding  the  ciliary  processes  and  getting  hemorrhage 
into  the  vitreous;  even  shrinking  of  the  operated  eye  and 
sympathetic  inflammation  of  the  other  have  occurred  ;  (2) 
because  the  iris  may  prolapse  into  the  wound  and  need 
removal,  and  the  operation  then  becomes  an  iridectomy ; 
(3)  when  the  anterior  chamber  is  very  shallow,  sclerotomy 
cannot  be  supposed  to  aid  the  exit  of  fluid  so  much  as  the 
removal  of  a  piece  of  the  iris. 

Several  other  operations,  the  principle  of  which  is  to 
make  a  puncture  at  the  scJero-corneal  junction,  have  been 
tried,  but  have  not  gained  general  confidence. 

Whichever  operation  be  employed  in  glaucoma,  the  for- 
mation of  the  operation  sear  in  the  sclerotic  is  certainly  a 
moat  important  factor. 

Iridectomy  in  acute  glaucoma  no  doubt  acts  at  first  by 
removing  a  portion  of  the  iris  from  the  blocked  angle,  Fig. 
99,  and  thus  allowing  the  normal  escape  of  fluid.  Some 
high  authorities  hold,  however,  that  its  perjuanent  effect  is 
due  to  the  formation  at  the  seat  of  the  wound  of  a  layer 
of  tissue  more  pervious  to  the  eye-fluids  than  the  sclerotic 
"  filtration-scar  ;"  an  iridectomy  for  glaucoma  which  heals 
slowly  is  at  any  rate  believed  to  be  more  favorable  than 
-one  which  heals  immediately — i.  e.,  with  no  new  tissue,  and 
a  alight  bulging  of  the  scar  is  held  by  some  surgeons  to  be 
rather  desirable  than  otherwise.  That  a  mere  sclerotomy 
may  be  sufBcient  points  in  the  same  direction.  Such  a 
porous  scar  never  forms  if  the  incision  be  in  the  cornea. 

An  ojieration,  usually  iridectomy,  is  to  be  dune  in  all 
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cases  of  acute  and  subacute  glaucoma,  whether  there  be 
great  pain  or  oot,  ao  long  as  aome  sight  still  remains,  and 
even  if  all  p.  1.  be  lost,  provided  that  the  blindnesa  be  of 
only  a  few  days'  duration.  Even  if  the  eye  be  permanently 
quite  blind,  iridectomy  or  sclerotomy  is  sometimes  prefer- 
able to  excision  of  the  globe  for  the  relief  of  pain. 

Chronic  "simple"  glaucoma  should,  in  my  opinion, 
always,  if  possible,  be  operated  upon  early,  as  soon  as  the 
di^i^uosia  is  certain  and  before  the  field  is  much  damaged ', 
the  prognosis  is  then  fairly  good.  In  advanced  chronic 
glaucoma,  when  the  field  has  become  much  contracted, 
visual  acuteness  much  lowered,  and  the  disk  pale  and 
considerably  cupped,  the  rule  is  less  clear,  for  it  is  well 
known  that  the  effect  of  operation  in  such  cases  is  far 
from  constant.  But  aa  no  other  treatment  is  of  use,  and 
iridectomy  is  certainly  often  beneficial,  it  should  usually 
be  performed,  especially  if  the  disease  affect  both  eyes. 
The  patient's  prospect  of  life  must  be  allowed  for  in 
chronic  glaucoma ;  if  he  be  old  and  feeble,  life  may  end 
before  the  disease  have  progressed  to  blindness. 

There  is  often  difficulty  iu  deciding  upon  the  best 
course  in  the  so-called  "  premonitory"  stage,  which  con- 
sists, in  truth,  of  transient  attacks  of  slight  glaucoma. 
When  it  is  clear  that  attacks  of  temporary  mistiness  and 
rainbows  are  glaucomatous,  and  that  they  are  getting  more 
frequent,  iridectomy  should  seldom  be  deferred  ;  but  if  the 
patient  can  be  seen  at  short  intervals,  eserine  should  have 
a  fair  trial  before  operation  is  resorted  to.  It  is  to  be  re- 
membered that  iridectomy  done  when  sight  is  still  good 
may,  by  allowing  spherical  aberration  and  causing  corneal- 
astigmatism,  increase  the  defect ;  and  this,  though  not  of 
necessity  a  contraindication,  naust  be  taken  into  account. 

Pboonosib.  The  prognosis  after  operation  is,  in  gen- 
eral terras,  better  in  proportion  as  the  disease  is  acute  anti 
recent.     If  operated  on  within  a,  iev/  days  of  the  onset  of 
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acute  symptoms,  provided  that  fiDgers  caa  still  be  counted 
at  the  time  of  operation,  sight  is  often  restored  to  the  state 
in  which  it  was  at  the  onset — i.  e.,  if  the  disease  be  recent 
nearly  perfect  sight  will  be  restored.  Even  in  eases  com- 
bining the  maximum  of  acuteness  and  severity,  in  which 
vision  has  for  the  last  few  days  been  reduced  to  mere  p.  1., 
the  operation  is  often  successful  in  restoring  some  degree 
of  useful  sight.  But  the  prognosis  is  not  always  so  favor- 
able in  acute  glaucoma,  especially  if  the  patient's  health 
be  much  broken  down ;  and  if  there  be,  as  is  by  no  means 
uncommon,  evidence  that  sight  had  been  already  damaged 
by  chronic  glaucoma  before  the  acute  attack  set  in,  the 
prognosis  must  be  guarded.  In  simple  chronic  glaucoma 
we  can  only  hope  as  a  rule  to  stop  the  disease  where  it  is 
and  prevent  the  sight  from  getting  worse. 

The  full  effect  of  the  operation  is  not  seen  for  several 
weeks,  though  a  marked  immediate  effect  is  produced  in 
acute  cases.  In  cases  of  long  standing  T.  may  remain 
permanently  rather  -|-  after  operation,  without  bad  effect, 
provided  it  be  very  much  less  than  before  the  operation  ; 
the  eye  tissues  can  in  some  degree  adapt  themselves  to  in- 
creased pressure. 

A  second  iridectomy  in  the  oppoMte  direction,  or  a  scle- 
rotomy, should  be  done  if  T.,  having  been  reduced  to 
normal,  or  very  slightly  -j-,  after  the  first  operation,  rise 
definitely,  and  he  accompanied  by  a  return  of  other  symp- 
toms ;  but  several  weeks  should  generally  elapse,  for  slight 
waves  of  glaucomatous  tension  may  occur  before  the  eye 
has  fully  recovered  from  the  first  operation,  and  these  may 
often  be  relieved  by  other  means.  Cases  which  relapse 
definitely,  or  which  steadily  get  worse  after  the  first  opera- 
tion, are  always  very  grave,  and  the  second  operation  must 
not  be  confidently  expected  to  succeed.  If  after  iridec- 
tomy in  acute  glaucoma  the  symptoms  are  not  relieved, 
even  for  a  time,  ur  become   worse,  some  complit 
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I,  sach  as  hemorrhage  from  the  retina  or  cho- 
roid, or  a  tumor.     See  Secondary  Glaucoma. 

Other  Treatment.  If  we  are  obliged  to  delay  the 
operation,  the  other  means  mentioned  at  p.  299  should  be 
prescribed,  including  eserioe.  The  diet  should,  as  a  rule, 
be  liberal,  uoless  the  patient  be  plethoric.  It  is  very  im- 
portant to  ensure  sound  sleep  and  mental  calm.  After 
the  operation,  until  the  eye  has  become  quiet,  aU  causes 
likely  to  induce  congestion  must  be  carefully  avoided,  such 
as  use  of  the  eyes,  stooping  or  straining,  and  prolonged 
ophthalmoscopic  examination.  Atropine  must  never  be 
used.  We  should  be  on  the  alert  for  the  earliest  symptoms 
in  the  second  eye  after  operation  on  the  first,  and  the  use 
of  eserine  may  be  advisable  as  a  prophylactic. 

In  a  few  cases  of  very  chronic  or  subacute  character, 
with  great  increase  of  T.,  iridectomy  seems  to  aggravate 
the  disease,  being  followed  not  even  by  temporary  benefit, 
but  by  persistence  of  +  T.,  increased  irritability,  and  still 
further  deterioration  of  sight,  glaucoma  malignnm.  Per- 
haps the  tilting  forward  of  the  lens,  which  sometimes  fol- 
lows iridectomy,  may  accouut  for  the  result. 

Glaucoma  may  occur  independently  in  cataractous  eyes, 
and  in  eyes  from  which  the  lens  has  been  extracted,  with 
or  without  iridectomy. 

Secondary  glaucoma  may  be  acute  or  chronic,  according 
as  it  is  a  consequence  of  active  disease  or  of  sequelae.  It 
may  be  caused  by  circular  iritic  synechia  with  bulging  of 
the  iris.  Various  forms  of  chronic  irido-keratitis  and  irido- 
choroiditis,  especially  the  sympathetic  form,  are  liable  to 
be  accompanied  by  it;  in  the  former  it  may  be  due  to 
choking  of  the  spaces  of  Fontana  by  inflammatory  pro- 
ducts, and  perhaps  to  excessive  secretion  from  the  ciharj- 
processes;  in  the  sympathetic  disease,  to  total  posterior 
synechia.  It  may  follow  perforation  of  the  cornea  with 
large  anterior  synechia.   The  eye  often  becomes  temporarily 
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glftucomatous  in  the  course  of  traumatic  cataract  from  the 
pressure  of  the  awollen  lena  on  the  iria  and  ciliary  processes, 
especially  in  patients  paat  middle  life.  In  none  of  these 
cases  is  there  much  danger  of  mistaking  secondary  for  idio- 
pathic glaucoma. 

But  secondary  glaucoma  may  result  from  various  deeper 
changes.  When  the  lena  is  dislocated,  either  behind  or  in 
front  of  the  iris,  it  often  seta  up  glaucoma,  sometimes  of  a 
very  severe  type,  apparently  by  pressing  on  the  ciliary  pro- 
ceases  or  iria.  There  is  generally  the  history  of  a  blow ;  and 
in  posterior  dislocation,  even  if  the  edge  of  the  displaced 
lens  cannot  he  seen,  the  iris  Is  usually  tremulous,  and  its 
surface  concave  or  flat  at  one  part,  while  bulging  or  promi- 
nent at  another.  If  we  are  sure  that  a  lens  dislocated  into 
the  vitreous  is  causing  the  symptoms,  it  should  he  extracted 
with  a.  scoop  (see  Operations) ;  and  if  lying  in  the  anterior 
chamber  should  also  usually  be  removed.  If  the  eye  be- 
coraea  glaucomatous  immediately  after  a  severe  blow  the 
condition  of  the  lens  may  not  be  ascertainable,  and  then 
an  iridectomy  must  be  done  and  the  eye  be  watched ;  vit- 
reous is  very  likely  to  escape  at  the  operation  if  there  be 
dislocation  of  the  lens,  for  the  latter  condition  implies  rup- 
ture of  the  suspensory  ligament.  Hemorrhage  into  an  eye 
whose  retina  is  detached — e.  g.,  in  high  degrees  of  myopia, 
may  give  rise  to  acute  glaucoma  with  severe  paiu.  A  glau- 
comatous attack  generally  occurs  during  the  growth  of  an 
intraocular  tumor.  It  is  often  impossible  to  distinguish 
such  a  case,  in  an  adult,  from  one  of  idiopathic  glaucoma 
of  the  same  severity  and  standing ;  for  even  if  the  lens  be 
not  opaque— and  it  often  is  so— the  other  media  will  prob- 
ably be  too  hazy  to  allow  an  ophthalmoscopic  examination  : 
the  growth  itself  is  usually  of  a  dark  color,  and  both  idio- 
pathic glaucoma  and  choroidal  sarcoma  are  diseases  of  ad- 
vanced life.  In  almost  every  case,  however,  the  glaucoma 
will  be  ■'  absolute,"  and  will  be  known  to  have  been  so  for 


i 


306  CLINIOAL  DIVISION. 

weeks  or  months,  and  there  will  also  be  the  negative  fact 
that  the  fellow-eye  shows  no  signs  of  glaucoma.  If  a  glau- 
comatous eye,  which  has  been  absolutely  blind  for  several 
months,  remain  painful  and  congested,  and  its  media  too 
opaque  for  ophthalmoscopic  examination,  it  should  be  ex- 
cised as  likely  to  contain  a  tumor.  Tumors  in  the  eyes  of 
children  also  cause  secondary  glaucoma,  but  there  is  seldom 
any  difficulty  in  making  the  diagnosis ;  the  patient  is  far 
below  the  age  for  primary  glaucoma,  and  the  growth  is 
usually  conspicuous  from  its  whitish  color.  Secondary 
glaucoma  now  and  then  supervenes  in  cases  of  albumin- 
uric retinitis,  and  of  embolism  or  thrombosis  of  the  retinal 
vessels,  and  in  cases  of  retinal  hemorrhage  from  other 
causes,  hemorrhagiG  glaucoma.  In  glaucoma  with  hemor- 
rhage the  diagnosis  can  sometimes  be  completed  only  after 
an  unsuccessful  operation  has  shown  that  the  case  is  not  a 
simple  one. 


CHAPTER    XVril. 


TDMORS    AND   NEW-GROWTHS   OF   THE   EYEBALL  AND 
CONJUNCTIVA. 

A,  TL'MORa  AND  Growths  of  the  Conjunctiva  and 
Front  of  the  Eyeball. 

Cauliflower  warta  witli  narrow  pedicles  like  those  on 
the  glans  penis,  but  flattened  like  a  cock'a-comb  by  pres- 
sure, are  eometimes  seen  oo  the  ocular  and  palpebral  con- 
junctiva. Each  wart  with  a  small  portion  of  healthy  con- 
junctiva around  its  pedicle  must  be  snipped  off,  or  the 
growth  is  likely  to  recur. 

Tnbercnlosia  of  the  conjunctiva  is  found  in  the  form  of 
small  gray  miliary  granulatioos  in  the  conjunctiva  of  the 
upper  lid ;  in  late  stages  the  surface  becomes  ulcerated, 
ragged,  and  uneven,  and  the  eyeball  itself  may  be  attacked ; 
the  gland  in  front  of  the  ear  at  the  same  time  frequently 
becomes  enlarged  and  suppurates.  The  treatment  should 
be  repeated  free  scraping  with  a  sharp  spoon,  either  with 
or  without  cauterization,  to  remove  the  tuberculous  nodules 
aa  they  appear.  It  is  scarcely  necessary  to  make  a  dis- 
tinction between  this  affection  and  lupus,  which  is  of  the 
same  nature,  but  which  usually  attacks  the  conjunctiva  by 
extension  from  the  skin. 

The  eyelid,  especially  the  tarsus,  is  now  and  then  the 
seat  of  diffused  gummatous  inflammation  in  the  tertiary 
stage  of  syphilis.  The  infiltration  gives  rise  to  a  hard,  in- 
dolent swelling  of  the  whole  lid,  syphiliiic  tardtis.   Chancres 

1  tertiary  syphilitic  ulcers  may  occur  on  the  lids. 

Pinguecula,  a  yellowish  spot,  looking  like  adipose  tissue 
(307) 
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in  the  conjunctiva,  close  to  the  inner  or  outer  edge  of  tho 
cornea,  consists  of  thickened  conjunctiva  and  subconjuno- J 
tival  tissue,  and  contains  no  fat.     It  ia  most  common  in  olij 
people  and  in  those  whose  eyes  are  exposed  to  local  irri- 
tants.    Though  of  no  consequence,  advice  is  often  i 
about  it 

Pterygium  is  a  triangular  patch  of  thickened  ocular  con- 
junctiva, the  apes  of  which  encroaches  upon  the  cornea; 
it  ia  almost  always  seated  on  the  exposed  part  of  the  eye. 
It  varies  much  in  area,  thickness,  and  vascularity,  and 
though  usually  stationary  may  be  progressive.  It  is  to  be 
distinguished  from  opacity  of  the  cornea,  and  from  the 
cicatricial  band,  symbtepharon,  which  often  forms  between 
lid  and  globe  after  burns  or  wounds  of  the  conjunctiva. 
It  is  rarely  seen  except  in  those  who  have  spent  some  years 
in  hot  countries.  The  best  treatment  is,  after  dissecting 
up  the  growth,  to  double  it  inward  upon  itself,  drawing  its 
apex  into  the  chink  betwe-en  sclerotic  and  conjunctiva  by 
means  of  a  deep  suture,  which  is  brought  out  again  near 
the  caruncle ;  or  to  transplant  the  growth  into  a  cleft  in 
the  conjunctiva  below  the  cornea;  excision  or  ligature  13 
less  effectual ;  it  is  important  to  bring  the  healthy  conjunc- 
tiva over  the  wound  by  sutures  after  removal  of  the  ptery- 
gium. Adhesion  of  swollen  conjunctiva  to  a  marginal 
ulcer  of  cornea  is  the  starting-point  of  pterygium,  or  it 
may  gradually  extend  from  the  edge  of  a  pinguecula 
(Fuchs). 

Small  thin  cystB,  sometimes  elongated  and  beaded,  with 
clear,  watery  contents,  are  not  uncommon  in  the  ocular 
conjunctiva  near  to  one  of  the  canthi.  They  are  formed 
by  distention  of  valved  lymphatic  tninke. 

Dermoid  tomors  ( solid)  of  the  eyeball  are  less  frequently 
seen  than  the  cystic  dermoids  of  the  eyebrow.  They  are 
whitish,  smooth,  hemispherical,  aud  firm.  They  gener- 
ally lie  in  the  palpebral  fiasure,  and  are  either  wholly 
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conjunctival  and  movable,  or  partly  corneal  and  fixed. 
They  are  solid,  and  haira  may  grow  from  their  surface. 
They  may  be  combined  with  other  congenital  anomalies 
of  the  eye  or  lids.  The  corneal  portion  of  such  a  tumor 
cannot  always  be  perfectly  removed. 

The  swelling  in  some  caaes  of  episcleritis,  syphilitic  or 
not,  may  be  mistaken  for  a  tumor.  A  few  cases  of  inno- 
cent tumor  on  the  edge  of  the  cornea  have  been  described 
as  fibroma ;  it  is  not  certain  that  some  of  these  may  not 
have  been  chronic  gummata. 

Moles  or  patches  of  pigmeutation  of  the  ocular  conjunc- 
tiva are  sometimes  seen ;  as  a  rule  they  are  of  no  impor- 
tance, but  in  later  life  they  sometimes  become  sarcomatous. 

A  congenital  fibro-fkttjr  growth  sometimes  occurs  in  the 
form  of  a  yellowish,  lobulated,  tongue-like  protrusion  be- 
tween the  lid  and  the  globe,  and  usually  at  tlie  outer  and 
upper  side  of  the  orbit. 

Cystic  tumors  may  be  met  with  beneath  the  palpebral 
conjunctiva.  The  very  rare  form  known  as  dar.njopn  is  a 
bluish  tumor  caused  by  occlusion  and  distention  of  a  duct 
of  the  lachrymal  gland;  but  other  cystic  conjunctival 
tumors  are  met  with  which  cannot  be  so  explained. 

Fibrous  and  even  bony  tumors  are  occasionally  seen  iu 
the  substance  of  the  upper  lid,  perhaps  starting  from  the 
tarsus ;  in  one  case  a  tooth  was  removed  from  the  lower  lid 
by  Carver  (Nagel,  p,  432),  and  soft  polypoid  growths  have 
been  met  with  in  the  sulcus  between  lid  and  globe. 

Malignant  tnmora  arise  much  less  commonly  on  the  front 
of  the  eye  than  in  the  choroid  or  retina.  They  may  be 
either  epithelial  or  sarcomatous.  An  injury  is  often  stated 
to  be  the  eause  of  the  growth. 

Epithelioma  may  begin  on  the  ocular  conjunctiva,  in 
which  case  it  remains  movable,  or  at  the  sclero-corneal 
junction,  when  it  quickly  encroaches  on  the  cornea,  infil- 
trates ils  superficial  layers,  and  becomes  fixed.     It  may  be 


pigmented.  When  such  a  growth  is  not  seen  until  I 
it  may  perhapa  be  as  large  aa  a  walnut,  may  cover  or  sur- 
round the  cornea,  aud  present  a  papillary  or  lobulated  sur- 
face.    The  glands  in  front  of  the  ear  may  be  enlarged, 

SaTComa  in  this  region  may  or  may  not  be  pigmented. 
It  generally  arises  at  the  sclero- corneal  junction,  and  when 
Binall  the  conjunctiva  is  traceable  over  the  growth.  But 
in  advanced  cases  it  may  be  impossible  from  the  clinical 
features  to  diagnose  the  nature  of  a  tumor  in  this  part. 

Movable  tumors,  epithelioma,  not  involving  the  cornea, 
may  be  cut  off,  but  are  very  likely  to  recur ;  and  recur- 
rence is  still  more  likely  in  the  case  of  growths  fised  to  the 
cornea  or  sclerotic.  Removal  of  the  eyeball  at  an,  early 
date,  especially  in  the  case  of  sarcomata,  is  the  best  course 
ill  the  majority  of  cases. 

The  lachrymal  sac  is  occasionally  the  seat  of  new  growth, 
or  of  tubercle  which  may  be  mistaken  for  chronic  muco- 
cele. 

B.  Intraocular  Tumors, 

By  far  the  moat  common  forms  are  glioma  of  the  retina 
and  sarcoma  of  the  choroid. 

Glioma  of  the  retina  is  a  disease  of  infancyor  early  child- 
hood, the  patients  being  generally  under  three  years  old 
when  first  brought  for  treatment;  it  may,  however,  be 
present  at  birth,  and  is  said  occasionally  to  begin  as  late 
as  the  eleventh  or  twelfth  year.  Glioma  is  very  soft,  com- 
posed of  small  round  cells  which  grow  from  the  granule 
layers  of  the  retina,  and  it  either  grows  outward,  causing 
detachment  of  the  retina,  or  inward  into  the  vitreous; 
often  several  more  or  less  separate  lobules  are  present.  It 
often  fills  the  eyeball  in  a  few  months,  and  then  spreads 
by  contact  to  the  choroid  and  to  the  sclerotic  and  orbit. 
It  is  especially  prone  to  travel  back  along  the  optic  nerve 
to  the  brain ;  and  it  may  cause  secondary  deposits  in  the 
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brain  and  in  the  scalp,  and  more  rarely  in  distant  parte. 
If  the  eye  be  removed  before  either  the  optic  nerve  or  the 
orbital  tiasuea  are  infiltrated,  the  cure  is  radical;  but  in 
the  more  numerous  cases,  where  the  patient  is  not  seen  till 
what  maybe  called,  clinically,  the  second  stage  (see  below}, 
a  fatal  return  in  the  orbit  or  within  the  skull  is  the  rnle. 
Glioma  sometimes  occurs  in  both  eyes,  and  in  several  chil- 
dren of  the  same  parents. 

The  earliest  symptom  is  a  shining,  whitish  appearance 
deep  in  the  eye,  and  the  eye  is  soon  noticed  to  be  blind ; 
as  there  is  neither  pain  nor  redness,  advice  is  seldom  sought 
at  this  stage.  T.  is  n.  or  rather  — .  When  the  peculiar 
appearance  has  become  very  striking,  or  if  the  eye  becomes 
painful,  the  ehild  is  brought  to  be  seen.  In  this  (the  sec- 
ond) stage  there  is  generally  some  congestion  of  the  scleral 
vessels,  and  a  white,  piak,  or  yellowish  reflection  from  be- 
hind the  lens  (which  remains  dear),  steamineas  of  the  cor- 
nea, mydriasis,  T.  +,  anterior  chamber  shallow  and  of 
uniform  depth  ;  there  may  be  enlargement  or  prominence 
of  the  eyeball.  On  examination  by  focal  light  some  ves- 
sels can  generally  be  seen  on  the  whitish  background,  and 
white  specks,  indicating  degeneration,  are  eometimes 
present. 

In  young  children  the  above  appearances  are  sometimes 
simulated  by  inflammatory  changes  in  the  vitreous,  with 
detachment  of  the  relina,  tbe  result  of  spontaneously 
arrested  severe  iridochoroiditia. 

Sarcoma  of  the  choroid  and  ciliary  body  is  a  growth  of 
lal«  or  middle  life,  being  rarely  seen  below  the  age  uf  thirty- 
five.  The  majority  of  these  tumors  are  pigmented  (melan- 
otic), some  being  quite  black,  others  mottled  or  streaked. 
A  few  are  free  from  pigment.  Some  are  spindle-celled  or 
mised,  others  composed  of  round  cells;  some  are  truly 
alveolar,  but  in  many  specimens  there  is  very  little  con- 
nective-tissue stroma,  and  no  very  defined  arrangement  of 
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the  cella.  These  tumors  are  moderately  firm,  hut  friahle ; 
some  are  very  vascular,  and  hemorrhages  often  occur  into 
them.  The  tumor  growa  from  a  broad  base,  and  uBually 
forms  a  well-defined  rounded  prominence,  pushing  the 
retina  before  it ;  blood  or  serous  fluid  is  effused  round  its 
base,  so  that  the  retinal  detachment  is  more  estensive  thao 
the  tumor.  These  tumors  often  grow  slowly  so  long  a& 
they  are  wholly  contained  within  the  eye,  and  several 
years  may  elapse  before  the  growth  passes  out  of  the  eye 
and  invades  the  orbit.  Orbital  infection  does  not  usually 
occur  till  the  globe  is  filled  1»  distention  by  the  growth ; 
but  it  may  happen  much  earlier,  the  cells  travelling  out 
along  the  sheaths  of  the  perforating  bloodveaaels  and  pro- 
ducing large  extraocular  growths,  while  the  primary  intra- 
ocular tumor  is  still  ([uite  small.  The  lymphatic  glands  do 
not  enlarge,  but  there  is  great  danger  of  secondary  growths 
in  distant  parts,  especially  in  the  liver,  a  risk  not  entirely 
absent  even  when  the  eye  tumor  ia  small.  Hence  early  re- 
moval of  the  globe  is  of  the  utmost  importance,  and  a  good, 
though  not  too  confident,  prognosis  may  be  given  when  the 
optic  nerve  and  tissues  of  the  orbit  show  no  signs  of  disease. 

Metastatic  growths.  In  nearly  every  case  malignant 
tumor  of  the  choroid  is  primary,  but  it  is  important  to 
know  that  growths  may  occur  here  secondary  to  those  in 
other  parts  of  the  body;  in  one  case,  quoted  by  Manx, 
both  eyes  were  affected,  the  original  growth  being  cancer 
of  the  breast. 

Symptoms  and  Course.  If  the  case  be  seen  early, 
when  defect  of  sight  is  the  only  symptom,  the  tumor  can 
often  be  seen  and  recognized  by  its  well-defined,  rounded 
outline,  some  folds  of  detached  retina  often  being  visible 
near  it;  the  pupil,  cornea,  and  tension  will  probably  be 
natural.  When  the  tumor  orginates  in  the  central  region 
the  sight  is  immediately  affected,  and  the  patient  seeks 
advice  very  early ;  the  diEEereiitial  diagnosis  then  lies  be- 
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'  £weea  localized  plastic  choroiditis  Eind  tumor.  la  tumor 
there  is  often  some  detacliment  of  the  retina  at  or  near  the 
area  of  the  diseaae,  but  there  la  no  evidence  of  retinitis, 
and  no  patches  of  black  pigment  about  the  swelling.  By 
ophthalmoscopic  estimation  the  diaeaaed  area  is  found  to 
be  more  or  less  raised.  An  inflammatory  exudation  of 
similar  size  commonly  causes  haze  of  the  neighboring 
retina,  and  opacities  in  the  vitreous ;  if  of  some  weeks' 
duration,  part  of  it  will  usually  have  become  absorbed, 
leaving  exposed  sclerotic  with  accumulations  of  pigment. 
Sooner  or  later  the  tumor  in  its  growth  seta  up  aymptoma 
of  acute  or  subacute  glaucoma,  and  sometimes  iritis  ;  sub- 
sequently secondary  cataract  forma.  It  is  in  this  glau- 
comatous (aecond)  stage  that  relief  is  usually  sought. 
Unless  some  part  of  the  tumor  happen  to  be  visible  out- 
aide  the  sclerotic,  or  project  into  the  anterior  chamber,  a, 
pusitive  diagnosis  will  often  now  be  impossible,  owing  to  the 
opacity  of  the  media ;  although  by  exclusion  we  may  often 
arrive  at  great  probability.  If  the  eye  be  left  alone,  or 
iridectomv  be  performed,  glaucomatous  attacks  and  pain 
will  recur,  and  the  eye  will  enlarge  and  gradually  be  dis- 
organized by  the  increasing  growth,  which  will  then 
quickly  fill  the  orbit  and  fungat«.  But  sometimes  a  de- 
ceptive period  of  quiet  follows  the  glaucomatous  attack ; 
even  decided  shrinking  and  aoftening  of  the  eye  may 
occur ;  but  the  growth  will  sooner  or  later  make  a  fresh 
start  and  become  apparent.  It  ia  chiefly  in  very  old 
patients  that  this  slow  course  ia  noticed.  Sarcoma  is 
especially  likely  to  form  in  eyes  previously  injured,  or 
already  shrunken  from  disease. 

Thus  it  ia  apparent  that  in  a  majority  of  cases  of  cho- 
roidal tumor  we  can  only  guess  at  the  truth.  We  suspect 
a  tumor  and  urge  excision  in  the  following  caaea :  1.  When 
an  eye  that  has  been  for  some  time  failing  or  blind  from 
deep-seated  disease  becomes  painful,  congested,  and  glau- 
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comatous  (there  being  no  glaucoma  of  the  other  eye),  and 
particularly  if  there  be  secondary  cataract.  2.  Similar 
eyes  with  normal  or  diminished  tension  are  best  excised 
as  possibly  containing  tumor.  3.  In  extensive  detach- 
ment of  retina  confined  to  one  eye,  without  history  of 
injury  or  evidence  of  myopia,  the  patient  should  be 
warned,  or  the  eye  excised,  according  to  circumstances. 

In  all  cases  of  suspected  glioma  or  sarcoma  tlie  eye 
should  be  opened  at  once,  and  if  a  tumor  be  found,  the 
cut  end  of  the  optic  nerve  of  the  excised  eye  should  be 
carefully  looked  at ;  if  this  be  pigmented  or  thickened, 
another  piece  should  be  at  once  removed,  and  the  orbit 
searched  by  the  finger  for  evidence  of  growth  ;  the  surface 
of  the  eye  should  also  be  carefully  examined  for  external 
growths.  When  infection  of  the  nerve  or  orbit  is 
pected,  the  orbit  should  be  cleared  out  and  chloride  of 
zinc  paste  applied. 

TninorB  of  the  iris  are  rare.  Melanotic  as  well  as  unpig- 
niented  sarcomata  are  occasionally  met  with.'  The  definite 
development  of  melano-sarcoma  of  the  iris  has  been  known 
to  be  preceded  for  many  years  by  an  apparently  innocent 
pigmented  spot  on  the  iris.  In  eyes  blind  and  degenerated 
after  iridocyclitis,  the  uveal  pigment  may  increase 
amount,  and  creep  round  the  pupillary  border  to  the 
anterior  surface  of  the  iris ;  these  areas  of  new  pigment 
might  be  mistaken  for  melanotic  growths.  Sebaceous  or 
epithelial  tumors  are  also  seen ;  they  are  nearly  always 
the  result  of  traosplantatioD  of  epithelium,  or  of  a  hair, 
into  the  iris  through  a  perforating  wound  of  the  cornea; 
they  are  frequently  cystic,  implantation  cysts.  In  rare 
cases  cystic  tumors  with  thin  walls  are  formed  between 
the  layera,  or  connected  with  the  posterior  surface  of  the 

1  A  well-reported  case,  wllh  anmeraua  ref^renoeB.  is  given  hf  UU 
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iris,  particularly  in  eyes  which  have  been  operated  on  or 
otherwise  injured. 

Diffose  sarcoma  of  im.  Barcoma  of  the  iris  may  be 
white  or  pigmented :  it  usually  takea  the  form  of  a  single 
large  prominent  growth.  I  have  twice  seen  a  sarcoma 
of  the  iris  take  the  form  of  a  dilfiiBed  thickening,  with  a 
mottled  or  tortoise-nhell  aspect ;  such  a  diffuse  form  is  more 
difficult  to  diagnose,  and  probably  more  dangerous,  if  left 
alone,  than  a  definite  tumor. 

Cases  of  disease  of  the  iris  are  seen  from  time  to  time, 
the  special  feature  of  which  is  the  presence  of  one  or  more 
nodular  growths,  usually  of  small  size ;  iritis  is  generally 
present.  It  is  often  impossible  to  det«rniine  the  nature  of 
the  growth  until  the  case  has  been  watched,  or  microscop- 
ical examination  or  inoculation  experiments  have  been 
made.  These  cases,  which  have  often  been  described  as 
granuloma  of  the  iris,  are  certainly  soaietimes  tubercle, 
sometimes  chronic  gummata,  sometimes  part  of  a  severe  so- 
called  serous  iritis,  and  sometimes  the  nature  of  the  growth 
is  doubtful.  loociUation  of  tuberculous  material  into  the 
anterior  chamber  of  rabbits  has  repeatedly  been  followed 
by  the  formation  of  multiple  nodules,  similar  in  appear- 
ance to  those  in  some  of  these  cases,  and  some  of  the 
growths  in  human  cases  have  given  the  microscopical 
reactions  of  true  tubercle.  The  disease  is  probably  tuber- 
cular when  the  growths  are  nuultiple,  non-vascular,  and 
gray,  especially  when  accompanied  by  enlarged  glands  in 
the  patient,  or  a  family  history  of  tubercle. 

Large  masses  of  confluent  tubercle  occasionally  form  in 
the  choroid  or  other  parts  of  the  uveal  tract,  leading  to 
disot^nization  of  the  eye,  with  mixed  symptoms  of  intra- 
ocular growth  and  inflammation.  As  it  is  probable  that 
this  ocular  tubercle  may  be  a  source  of  general  tubercu- 
losis, excision  of  the  eye  is  the  best  course  in  any  doubtful 
case  where  it  is  clear  that  the  eye  is  lost 
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The  cornea  is  much  less  liable  to  tubercular  infiltration 
than  the  iris,  but  small  growths  have  been  observed  in  it, 
both  as  the  result  of  inoculation  and  in  the  course  of  spon- 
taneous tubercle  of  the  iris. 

C.  Tumors  of  the  Orbit.    See  Chapter  XIX. 


CHAPTER   XIX. 


INIURIES,  DISEASES,   AND  TUMORS   OF   THE   OKBIT. 

1.  Contusion  and  concussion  injuries.  Bruising  of  the 
eyelids  from  direct  blows — "black  eye" — may  usually 
with  care  be  distinguished  from  the  deeper  extravasation 
following  fracture  of  the  walla  of  the  orbit.  In  ordinary 
■'  black  eye  "  the  ecchymosis  cornea  very  quickly  and  re- 
mains superficial,  and,  if  it  affect  either  the  palpebral  or 
ocular  conjunctiva,  does  not  pass  far  back.  The  ecchy- 
mosis following  fracture  of  the  orbital  plate  of  the  frontal 
bone  comes  more  gradually,  is  deep-seated,  often  entirely 
beneath,  rather  than  in,  the  skin  and  conjunctiva,  diiuin- 
iahea  in  density  toward  the  front  and  borders  of  the  lids, 
and,  when  considerable,  causes  proptosia.  But  if  a  frac- 
ture involve  the  rim  of  the  orbit,  the  above  characters  are 
likely  to  be  mixed,  and  therefore  misleading.  Wasting 
of  the  adipose  tissue  of  the  orbit,  and  coosequeat  ginkiag 
back  of  the  eye,  sometimes  follow  severe  blows,  with  much 
extravasation  of  blood  (enophtlialmoa). 

Fracture  of  the  inner  wall  of  the  orbit  into  the  nose,  the 
sinuses  opening  into  it,  or  the  nasal  duct,  is  often  followed 
by  empk^aeina  of  the  orbital  cellular  tissue.  This  can  occur 
only  when  the  mucous  membrane  is  torn.  The  emphysema 
comes  on  quickly  from  "  blowing  the  noae,"  and  is  shown 
by  a  soft,  whitish,  doughy  swelling  of  the  lids,  which  crepi- 
tates finely  under  the  finger;  the  globe  is  more  or  less 
protruded  and  its  movements  limited.  The  emphyaema 
disappears  in  a  few  days  if  the  lida  be  kept  bandaged. 
These  fractures  are  usually  caused  by  blows  over  the  inner 
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angle  of  the  orbit,  but  oceasionally  by  blows  on  the  malar 
region. 

Partial  ptosis  ia  an  occasional  result  of  blows  upon,  the 
opper  lid.  It  ia  generally  accompanied  by  paralyais  of 
accommodation  and  dilatation  of  the  pupil,  and  it  seldom 
laata  more  than  a  few  weeks.  Ocular  paralysis  following 
injury  to  head.     See  Chapter  XXI. 

2.  Orbital  abscess  and  orbital  cellulitis  may  follow  in- 
juries, but  their  origin  is  often  obscure.  Cellulitis  may 
spread  to  the  orbit  from  the  face  in  erysipelas,  from  the 
throat  in  severe  tonsillitis,  or  from  the  socket  of  an  in- 
flamed tooth.  Diffused  acute  inflammation  of  the  cellular 
tissue  is  difficult  to  distinguish  from  acute  orbital  abscess, 
since  in  both  there  are  the  signs  of  deep  inflammation, 
with  displacement  of  the  eye  and  limitation  of  its  move- 
ments, chemosis  of  the  conjunctiva,  and  brawny  swelling 
and  redness  of  the  lids.  An  acute  abscess  soon  points  be- 
tween the  globe  and  some  part  of  the  rim  of  the  orbit,  but 
even  in  cellulitis  the  swelling  may  be  greater  at  some  one 
part,  and  give  rise  to  a  feeling  deceptively  like  fluctuation. 

Orbital  abscess  may  be  so  chronic  as  to  simulate  a  solid 
tumor  until  the  pus  nears  the  surface;  even  then  an  ex- 
ploratory incision  may  be  needed  to  set  the  question  at 
rest.  Abscess  of  the  orbit,  whether  acute  or  chronic,  is 
very  often  the  result  of  periostitis,  and  a  large  surface  of 
bare  bone  is  often  found  with  the  probe. 

In  acute  cases,  as  soon  as  fluctuation  is  certain,  an  in- 
cision is  to  be  made  with  a  narrow,  straight  knife,  gener- 
ally through  the  ekin,  or,  if  practicable,  through  the 
conjunctiva.  Chronic  eases  of  doubtful  nature  may  be 
watched  for  a  time.  It  may  be  necessary  to  go  deeply 
into  the  orbit,  either  with  the  knife,  probe,  or  dressing 
forceps,  before  matter  is  reached,  A  drainage-tube  should 
be  inserted  if  the  abscess  be  deep.  The  ijrojitosis  does  not 
always  disappear  when  the  alwceas  is  opened;  it  may  in- 
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crease  owing  to  hfimorrliage,  and  there  may  be  much 
thickening  of  the  tisauea.  Sight  may  be  injured  or  loat 
by  atretching  of,  or  preasure  ou,  the  optic  nerve,  and  the 
cornea  may  loae  sensation,  and  ulcerate  from  damage  to 
the  ciliary  nerves  behind  the  globe. 

Thrombosis  of  the  cavernous  sinus,  which  may  result 
from  several  causes,  produces  local  symptoms  which  it  is 
difficult,  often  Impossible,  to  distinguish  from  those  of  cellu- 
litis beginning  in  or  limited  to  the  orbit.  The  thrombosis, 
however,  often  spreads  to  the  other  cavernous  sinus  and 
the  other  orbit;  and  in  any  case  it  produces  the  gravest 
head  symptoms,  which,  as  a  rule,  end  fatally  in  a  short 
time.' 

The  lachrymal  gland  is  hut  seldom  the  seat  of  inflam- 
mation or  abscess.  In  chronic  cases  the  enlarged  gland  is 
distinctly  felt  projecting,  and  can  generally  be  recognized 
by  its  well-defined  and  lobulated  border ;  but  the  enlarge- 
ment cannot  always  be  distinguished  from  that  caused  by 
a  morbid  growth  in  the  gland  or  corresponding  part  of 
the  orbit.  In  acute  inflammation  there  are  the  usual 
signs,  local  heat,  tenderuess,  and  pain,  with  swelliog, 
which  may  obscure  the  boundaries  of  the  gland.  If  the 
enlargement  be  great,  the  eyeball  is  displaced,  and  the 
oculo-palpebral  fold  of  the  conjunctiva  in  front  of  the 
gland  is  pushed  downward,  and  projects  more  or  less  be- 
tween the  lid  and  the  eye.  When  an  abscess  forms,  it 
usually  points  to  the  akin,  and  should  seldom  be  opened 
from  the  conjunctival  surface.  If  it  be  allowed  to  burst 
apontaneoQsly  through  the  skin,  a  troublesome  fistula  may 
follow.  There  is  limited  swelling  and  tenderness  of  the 
lid  at  the  upper  outer  angle,  not  passing  back  beneath  the 
orbital  rim.     Tlie  abscess  points  through  the  conjunctiva. 
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above  the  outer  end  of  the  tarsal  cartilage,  and  is  thus  dift-J 
tinguished  from  a  Euppumtiog  Meibomian  cyst. 

3.  Wounds.  Wounds  of  the  eyelids  oeed  no  special 
treatment  beyoud  very  careful  apposition  by  sutures,! 
sometimes  with  a  small  harelip  pin,  so  as  to  secure'fl 
primary  and  accurate  union.  Lacerated  wounds  of  tbe.l 
ocular  conjunctiva,  if  extensive,  need  a  few  line  sutures,! 
and  they  seldom  lead  to  any  deformity.  When  a  r 
tendon  has  been  torn  through  I  have  ne 
getting  the  ends  to  unite. 

Fenetratdng  woimds  throogh  the  lids  or  conjnnctiTa, 
which    pass   deeply  into   the   orbit,  may  be    much  more 
serious  than  they  appear  at  first  sight,  since  the  wounding 
budy  may  have  caused  fracture  of  the  orbit  and  damage 
to  the  brain  membranes,  or  a  piece  of  the  wounding  in- 
strument may  have  been  broken  oiT  and  lie  embedded  in 
the  roomy  cavity  of  the  orbit,   without  at  first  exciting  I 
disturbance  or  causing  displacement  of  the  eye.     SoiiiS.9 
extraordinary  cases  are  on  record'   in  which  very  lar^V 
foreign  bodies  have  Iain  in  the  orbit  for  a  long  time  unde^fl 
tected.     The  optic  nerve  is  occasionally  torn  across  with-fl 
out  damage  to  the  globe.     Every  wound  of  the  eyelids  orl 
conjunctiva  should,  therefore,  be  carefully  explored  witltl 
the  probe,  and,  whenever  possible,  the  instrument  whiel 
caused  the  wound  should  be  examined. 

When  a  foreign  body  is  suspected  or  known  to  be  finnly 
embedded,  and  is  not  removable  through  the  original 
wound,  it  is  generally  best  to  divide  the  outer  canthus, 
and  prolong  the  incision  into  the  conjunctiva;  in  some 
cases  an  incision  through  the  skin  over  the  margin  of  the 
orbit,  at  the  situation  of  the  foreign  body,  t 
able.  Single  shot,  embedded  and  causing  no  symptoma,  ■. 
should  not  be  interferred  with  unless  they  can  be  easily^fl 
reached. 
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Wounds  of  the  orbit,  by  gtinaliot  or  other  explosives, 
when  extensive  and  cansed  by  numerous  ahota  or  frag- 
ments of  sand,  gravel,  etc.,  driven  into  the  tissues,  are  of 
course  serious,  particularly  if  the  eyeball  itself  be  injured. 
Such  iujnriea  may  cause  tetanus. 

Tumors  of  the  Orbit. 

A  tumor  of  any  notable  size  in  the  orbit  always  causes 
protrusion  of  the  eye  (proptosis),  with  or  without  lateral 
displacement  and  limitation  of  its  movement.  As  a  rule, 
there  are  no  inflammatory  symptoms,  Ao  exact  diagnosis 
of  the  seat,  attachments,  and  nature  of  an  orbital  tumor 
is,  of  course,  often  impossible  before  operating  ;  and  it  may 
be  further  observed  that  there  has  occasionally  been  great 
difficulty  in  deciding  whether  the  symptoms  pointed  to  a 
tumor,  or  to  some  form  of  chronic  hypertrophy  of  cellular 
tissue  or  quiet  gummatous  inflammation, 

A  tumor  in  the  orbit  may  originate  in  some  of  the  loose 
orbital  tissues,  in  the  lachrymal  gland,  in  the  periosteum, 
upon  or  within  the  eyeball,  or  from  the  optic  nerve ;  or  it 
may  have  encroached  upon  the  orbit  from  one  of  the  neigh- 
boring cavities.  Fluctuating  tumors  in  the  orbit  may  be 
cystic  or  ill-defined,  and  may  or  may  not  pulsate.  Solid 
tumors  in  the  orbit  may  be  movable,  or  be  fixed  by  broad 
attachments  to  the  wall  of  the  cavity.  Sight  is  often  dam- 
aged or  destroyed  in  the  correaponding  eye  by  compression 
or  infiltration  of  the  optic  nerve. 

1.  Distention  of  the  ftontal  Binns  by  retained  mucus 
causes  a  well-marked,  fixed,  usually  very  chronic  swelling, 
not  adherent  to  the  skin,  at  the  upper  inner  angle  of  the 
orbit  above  the  tendo  oeuli  Hani  at  first,  it  fluctuates 
when  the  bony  wall  has  been  absorbed.  Its  course  is  usu- 
ally slow,  but  acute  suppuration  may  supervene,  and  the 
swelling  be  mistaken  for  a  lachrymal  abscess  (p.   100). 
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There  ia  generally  a  remote  history  of  injury.  The  aim 
of  treatment  ia  to  re-establish  the  opening,  closed  probably 
as  the  result  of  fracture,  between  the  floor  of  the  sinus  aad 
the  noae.  The  moat  prominent  part  of  the  swelling  ia  freely 
opened  ;  a  curved  probe  ia  then  passed,  if  possible,  from  the 
sinus  through  the  inf  undibulum  into  the  nose ;  if  the  open- 
ing has  been  completely  closed,  it  ia  sometimea  necessary 
to  perforate  the  base  of  the  sinua  by  a  trocar.  A  seton  or 
drainage-tube  ia  then  passed  through  the  hole,  brought 
out  at  the  nostril,  and  must  be  worn  for  several  weeks  or 
months.  Cases  of  the  same  nature  are  sometimes  seen  in 
which  the  swelling  ia  at  a  lower  level  aud  further  back  in 
the  orbit;  they  are  not  connected  with  the  frontal  sinus, 
but  are  probably  due  to  distention  of  some  of  the  cavities 
of  the  ethmoid. 

2.  Pedunculated  ivory  exostoses  sometimea  grow  from  the 
walls  of  the  same  sinus  or  its  neighborhood ;  beginning 
early  in  life,  they  increase  very  slowly,  cause  absorption 
of  their  containing  walla,  and  often  in  the  end  undergo 
spontaneous  necroata  and  fall  out.  Their  removal  while 
still  fixed  is  very  difficult  And  dangerous,  owing  to  the 
proximity  of  the  dura  mater, 

3.  Tumors  encroaching  on  one  or  both  orbits  from  the 
base  of  the  skull,  the  antrum,  the  nasal  cavity,  or  the 
temporal  fossa,  generally  admit  of  correct  diagnosis. 

The  suspicion  of  tumor  on  the  inner  or  lower  wall  of 
the  orbit  should  always  lead  to  an  examination  of  the 
palate,  pharynx,  and  teeth,  of  the  permeability  of  each 
nostril,  of  the  functions  of  the  cranial  nerves,  of  the  state 
of  the  glands  behind  the  jaw  on  both  sides,  and  to  an 
inquiry  as  to  epistaxis  or  discharge  from  the  nose. 

4.  Pulsating  tumors  of  the  orbit  and  coses  of  proptosia 
with  pulsation  are  in  most  cases  doe  to  artcrio- venous  in- 
tercommunication in  the  cavernous  sinus,  in  consequence 
of  which  the  ophthalmic  vein  and  its  branches  become 
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greatly  distended  witt  partially  arterialized  blood.  In 
a  large  proportion  the  syniptoraa  follow  rather  griidually 
after  a  severe  injury  to  the  head.  In  others  they  come  on 
suddenly  with  pain  and  noises  in  the  head,  without  appa- 
rent cause,  and  those  idiopathic  cases  are  usually  in  senile 
(persons.  In  several  examples  of  both  forms  a  communi- 
cation has  been  found,  post  mortem,  between  the  internal 
carotid  artery  and  the  cavernous  sinus,  the  result  of  wound 
from  fracture  of  the  base  of  the  skull  in  the  traumatic  cases, 
and  of  rupture  of  an  aiieurism  in  the  idiopathic  ones.  The 
typical  symptoms  are  proptosis,  with  chemosia,  pulsation  of 
the  eyeball,  paralysis  of  orbital  nerves,  a  soft,  pulsating 
tumor  under  the  inner  part  of  the  orbital  arch,  and  a 
bruit.  A  bruit  with  proptosis  and  conjunctival  swelling 
may  be  present  without  demonstrable  tumor  or  pulsation. 
Ligature  of  the  common  carotid  has  been  practised  with 
good  results  in  a  large  number  of  cased ;  subsequent  ex- 
ciaion  of  the  eye  and  evisceration  of  the  orbit  for  a  dan- 
gerous return  of  symptoms  in  one  or  two.  An  unruptured 
aDeurism  of  the  internal  carotid  does  not  cause  the  symp- 
toms just  described.  Aneurism  of  the  intra-orbital  arteries 
and  arterio-venous  communications  in  the  orbit,  if  they 
occur,  are  excessively  rare.  Erectile  tumors,  well  defined 
and  separable,  but  not  causing  decided  pulsation,  are  some- 
times met  with  in  the  orbit,  and  can  be  dissected  out, 

5.  A  fluctuating  tumor  which  does  not  pulsate,  is  not 
inflamed,  and  not  connected  with  the  frontal  sinus  or 
lachrymal  gland,  may  be  a  chronic  orbital  abscess  (p. 
318),  a  hydatid,  or  a  cyst  containing  bloody  or  other 
fiuid,  and  of  uncertain  origiu.  An  exploratory  puncture 
should  be  made  after  sufficiently  watching  the  case,  and 
the  further  treatment  must  be  conditional.  Perfectly 
clear,  thin  fluid  probably  indicates  a  hydatid,  and  in  this 
case  the  swelling  is  likely  to  return  after  a  puncture,  and 
the  cyst  will  need  removal  through  a  free  opening.     The 
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echinococcua  hydatid  often  contains  danghter-cysts,  some 
of  wliich  escape  puncture,     Suppuration  may  take  place    i 
around  any  species  of  hydatid. 

6.  Esaniination  leads  to  the  diagnosis  of  a  noUd  tumor 
limited  to  the  orbit.     We  must  try  to  determine  whether    | 
the  growth  began  in  the  eyeball  or  optic  nerve,  or  in  some 
of   the   surrounding  tissues.     We  therefore  esamine  the 
globe  for  symptoms  of  intraocular  tumor  (p.  310). 

Solid  growths  independent  of  the  eyeball  may  arise  as 
follows:  (a)  From  the  periosteum ;  these  are  firmly  attached 
by  abroad  base,  are  generally  malignant,  and  seldom  admit 
of  successful  removal.  {!>)  The  laehrymal gland  may  be  the  , 
seat  of  various  morbid  growths,  including  carcinoma; 
great  part  of  the  growth  is  in  the  position  of  the  gland,  and  ] 
can  be  explored  by  the  finger.  Although  such  a  growth  n 
often  attaclied  firmly  to  the  orbital  wall,  its  position,  lobu- 
lated  outline,  and  well-defined  boundary  will  often  lead 
to  a  correct  diagnosis.  Tumors  of  the  lachrymal  gland 
should  always  bo  removed  if  they  are  increasing,  for 
we  can  never  feel  sure  that  they  are  innocent,  (c)  Solid 
tumors  originating  in  some  of  the  softer  orbital  tissues, 
especially  the  form  known  as  cylindroma,  or  plexiform  sar- 
coma, occur  more  rarely,  (d)  Tumors  of  the  optic  nerve, 
usually  myxomatous,  occur,  though  rarely ;'  they  gener- 
ally ('ause  neuro-retinitis  and  blindness,  but  no  absolutely 
pathognomonic  symptoms ;  they  may  sometimes  be  extir- 
pated without  removing  the  globe. 

When  an  orbital  tumor  is  found  during  operation  to  be 
adherent  to  bone  or  to  infiltrate  soft  parts  which  cannot  be 
removed,  chloride  of  zinc  paste  (F.  14)  shoiihi  be  applied 
on  strips  of  lint,  either  at  once  or  the  next  day  when 
oozing  has  ceased.  If  the  periosteum  be  affected,  it  ia  to 
be  stripped  off,  and  the  paste  applied  to  the  bare  bone. 
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Hemorrhage  from  the  depth  of  the  orbit  can  always  be 
controlled  by  a  firm,  graduated  compress. 

In  every  case  of  suspected  primary  orbital  tumor  the 
questiou  of  syphilis  must  be  carefully  goue  into  ;  although 
neither  periosteal  nor  cellular  nodes  are  common  in  the 
orbit,  both  are  known  to  occur  and  to  disappear  under 
proper  treatment. 

Nebvus  may  occur  on  the  eyelids  and  in  the  orbit,  and 
implicate  the  conjunctiva,  both  of  the  hds  and  eyeball. 
Deep  n£evi  may  degenerate  and  become  partly  cystic. 
Some  cases  of  noevua  of  the  face  are  associated  with 
nsevus  of  the  choroid ;  in  such  the  eyes  are  generally 
very  defective. 

Dermoid  tumors  (a/dic)  are  not  uncommon  at  the  outer 
end  of  the  eyebrow  ;  more  rarely  they  occur  near  the  inner 
canthus.  Lying  deeply  beneath  the  orbicularis,  they  are 
not  adherent  to  the  skin  like  sebaceous  cysts;  the  sub' 
jaceat  bone  is  sometimes  hollowed  out.  They  often  grow 
faster  than  the  surrounding  parts,  and  should  then  be  ex- 
tirpated, the  thin  cyst-wall  being  carefully  and  completely 
removed  through  an  incision  parallel  with,  and  situated 
in,  the  eyebrow.  They  usually  contain  sebaceous  matter 
and  short  hairs ;  occasionally,  clear  oil. 


ERRORS   OF    REFRiCTION    AND   ACCOMMODATION. 


As  stated  at  p.  37,  §  19,  when  the  length  of  the  eye  is 
normal,  and  the  accommodation  relaxed,  only  parallel  rays 
are  focussed  on  tlie  retina,  and,  conversely,  pencils  of  rays 


Penctlflof  pitaliel  raysenlering 


emerging  from  the  retina  are  parallel  on  leaving  the  eye. 
Fig.  101,  and  this,  the  condition  of  the  normal  eye  in 
distant  vision  is  called  emaietropia  (E.).     All  permanent 


i 
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departures  from  the  condition  in  which,  with  relaxed 
accommodation,  tlie  retina  liea  at  the  principal  focus,  are 
known  collectively  as  ametropia. 
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In  E,  rays  from  any  near  object,  e.  g.,  divergent  rays 
from  Ob,  Fig.  103,  are  focussed  behind  the  retina  at  cf, 
every  conjugate  focus  beiog  beyond  the  principal  focus 
(p.  30,  §  13).  Reaching  the  retina  before  coming  to  a 
focus,  such  rays  will  form  a  blurred  image,  and  the  object 
Ob  will  therefore  be  seen  dimly.  But  by  using  accom- 
modation the  convexity  of  the  crystalline  lens  can  be 
increased  and  its  focal  length  shortened,  so  aa  to  make 
the  conjugate  focus  of  Ob  coincide  exactly  with  the  retina 
(cF,  Fig.  103>     Under  this  condition  the  object  Ob  will 
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be  clearly  seen,  while  the  focus  of  a  distant  object,  which 
in  Fig.  102  was  formed  on  the  retina,  will  now  lie  in  front 
of  it  (f,  Fig.  103),  and  the  distant  object  will  appear  in- 
distinct. The  nearest  point  of  distinct  vision  (ji)  and  the 
farthest  (r)  have  been  defined  at  p.  49. 

Myopia  (M.). 
In  Fig.  102,  if  the  retina  were  at  cf  instead  of  at  f,  a 
clear  image  would  be  formetl  of  an  object  at  Ob,  without 
any  effort  of  accommodation,  while  objects  farther  off 
would  be  focussed  in  front  of  the  retina.  This  state,  in 
which  the  posterior  part  of  the  eyeball  is  too  long,  so  that, 
with  the  accommodation  at  rest,  the  retina  lies  at  the  con- 
jugate focus  of  an  object  at  a  comparatively  small  distance, 
is  called  aliort-aight  or  myopia  (M.),  axial  myopia. 


CLINICAL  DIVISION. 

In  Fig.  104  the  inner  line  at  B  is  the  retina,  and  f  the 
principal  focus  of  the  lena-system — i.  e.,  the  position  of  the 
retina  in  the  normal  eye.  Raya  emerging  from  r  will,  on 
leaving  the  eye,  l>e  convergent,  and,  meeting  at  the  con- 
jugate focus  r',  will  form  a  clear  image  in  the  air.  Con- 
versely, an  object  at  r'  will  form  a  clear  image  on  the 
retina  (r),  compare  Figs.  10  and  12.  The  image  of  every 
object  at  a  greater  distance  than  r'  will  be  formed  more 
or  leas  in  front  of  r,  and  every  such  object  must,  therefore, 
be  seen  indistinctly.  But  objects  nearer  than  r'  will  be 
seen  clearly  by  exerting  accommodation,  just  as  in  the 
normal  eye.  Figs.  102  and  103. 


^ 


In  M.  the  indistinctness  of  objects  beyond  the  far  point 
(r)  is  lessened  by  partially  closing  the  eyelids.  This  habit 
is  often  noticed  in  short-sighted  people  whi>  do  not  wear 
glasses,  and  from  it  the  word  myopia  is  derived. 

The  distance  of  r  (r',  Fig.  104)from  the  eye  will  depead 
on  the  distance  of  its  conjugate  focus  r — i.  e.,  upon  the 
amount  of  elongation  of  the  eye.  The  greater  the  distance 
of  R  beyond  F,  the  less  will  be  the  distance  (if  its  conjugate 
focus  r'  (^r);  in  other  words,  the  higher  will  be  the  M., 
and  the  more  indistinct  will  distant  objects  be.  If  the 
elongation  of  the  eye  be  very  slight,  r  nearly  coinciding 
with  P,  r'  (^  r)  will  be  at  a  much  greater  distance  (com- 
pare p.  31,  5  16}i  and  distant  objects  will  be  less  indistinct. 
As  the  retinal  images  formed  in  a  myopic  eye  are  larger 
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a  nonnsi  (l  .    ,      ^ 

i)  normal  eyea. 
!  patient's  com- 
Lplaiot  ia  that  he  canaot  ^ee  dislant  objerts  clearly;  in 
Kfflodenite  and  high  decrees  it  is  rather  that  be  can  see 
■  distinctly  only  when  things  are  held  very  close,  for  objects 
Ik  few  feet  off  are  so  indistinct  that  many  such  persons 
I  neglect  thetn.  Adults  often  tell  us  that  their  distant  ^ght 
I  was  good  till  about  eight  or  ten  years  of  age,  that  it  then 
I  began  to  shorten,  and  that  the  defect  after  increasing  for 
I  several  years  at  length  became  stationary. 

In  high  degrees  of  M.  the  patient  is  apt  to  complain 
k  of  apedal  dlf&culty  in  seeing  at  night,  probably  because, 
l^l)  the  mobility  of  the  eye  being  below  normal,  the  field 
\sA  fixation  (p.  -57)  is  diminished,  and  (2)  the  elongation  of 
I  the  eye  by  altering  the  position  of  tUs  retina  leads  to  some 
I  narrowing  of  the  field  of  indirect  vision  (p.  44_).' 

In  many  cases  no  other  complaint  is  made,  but  in  a  cer- 
I  tuD  number  complications  are  present.  There  is  often  in- 
I  tolerance  of  light,  an  additional  cause  for  the  hali-closed 
I  Eds  and  frowning  expression  so  often  noticed.  Aching  of 
is  a  very  common  and  troublesome  symptom,  and 
I  is  especially  frequent  if  the  M.  is  increasing ;  it  is  often 
I  brought  on,  and  always  made  worse,  by  over-use  of  the 
I  eyes,  but  sometimes  it  is  very  troublesome  when  quite  at 
I'Test,  and  even  in  bed  at  night.  One  or  both  internal  recti 
■(rftfiii  act  defectively,  so  that  conver^nce  of  the  optic  axes 
r  vision  becomes  difficult,  painful,  or  impossible,  and 
I  Tarious  degrees  of  divergent  strabismus  result ;  this  occurs 
,,  but  by  no  means  only,  in  the  higher  degree  of  M. 
where  r  is  so  near  that  binocular  vision  involves  a  strong 
I  effort  of  convergence.  When  this  "  muscular  asthenopia," 
I  or  "  insufiiciency  of  convergence,"  is  slight  or  intermittent 
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it  causes  indiatinctneBS  or  ' '  dancing "  of  the  print,  and 
somotimea  actual  diplopia,  besides  the  other  diecomfortB 
above  meutioned ;  but  diplopia  is  seldom  present  wben  a 
coostaat  divergent  squint  has  been  established. 

This  tendency  to  divergence  in  M.  is  also  partly  due  to  the 
natural  association  bettveen  relaxation  of  the  cilian-  muscles 


and  of  the  internal  recti — the 


rergent  squint 


The  lower  degrees  of  M.  are  sometimes  accompanied  by 
involuntary  contraction  of  the  ciliary  muscle  ("  spasm  of 
accommodation  ")  by  which  M.  is  temjwrarily  increased  ; 
and  the  habitual  approximation  of  objects,  which  thus 
becomes  necessary,  is  one  cause  of  still  further  elongation 
of  the  eye  and  increase  of  the  structural  M,  Floating 
specks,  mnscm  mlitatifea,  are  especially  common  and  trouble- 
some in  myopia. 

Objective  StoNB  add  CoMPLrcATioNS.  In  high  de- 
grees of  JL  the  sclerotic  is  enlarged  in  all  directions,  Fig, 
107 ;  the  eye  being  too  large,  often  looks  too  prominent, 


and  its  movements  are  somewhat  impeded.  But  apparent 
prominence  of  the  eye  may  depend  on  many  other  causes. 

The  existence  of  M.  is  made  certain  by  the  ophthalmo- 
acope  in  four  different  ways : 

1,  By  direct  examination,  the  image  of  the  fundus  formed 
in  the  air,  Fig.  104,  is  clearly  visible  to  the  observer  if  he 
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be  not  nearer  to  it  than  his  own  near  point.  The  image 
ia  inverted  and  magnified,  the  enlargement  being  greater 
the  further  it  ia  formed  from  the  patient's  eye — i.  e.,  the 
lower  the  M.  For  very  low  degrees  this  teat  is  not  easy 
to  use,  because  of  the  great  distance  (3' or  4'  e,  j.)that  must 
intervene  between  observer  and  patient;  but  it  ia  easily 
applied  if  the  image  be  not  more  than  2'  in  front  of  the 
patient, 

2.  By  Indirect  examination  the  disk  in  M,  appears  smaller 
than  usual.  If  now  the  object  lens  be  gradually  withdrawn 
from  the  patient's  eye,  the  disk  will  seem  to  grow  larger. 
This  appearance,  which  depends  on  a  real  increase  in  size 
of  the  aerial  image,  is  less  evident  the  lower  the  M.,  Fig. 
lOfi,  C. 

3.  By  direct  examinatiyn  no  clear  view  of  the  fundus  is 
obtained  if  the  distance  betvreen  patient  and  observer  be 
less  than  that  between  patient  and  inverted  aerial  image, 
Fig.  104,  k'  ;  and  as  r'  ia  in  front  of  the  myopic  eye,  the 
image  will  always  be  invisible  if  the  observer  go  close  to 
the  patient.  Hence,  if  un  going  close  to  the  patient  the 
observer  cannot,  either  by  relaxing  or  using  his  accommo- 
dation, aee  any  details  of  the  f  uudus  clearly,  the  patient  is 
myopic,  opacities  of  the  media  being  of  course  excluded. 
This  teat  is  ap])licable  to  all  degrees  of  M.,  accommoda- 
tion, being  completely  relaxed. 

4.  By  retinoncopy  with  a  plane  mirror  the  shadow  ob- 
tained on  rotating  the  mirror  moves  against  the  direction 
of  rotation.  The  tests  1,  2,  and  4  are,  on  the  whole,  most 
generally  useful  for  beginuere. 

In  a  lai^  proportion  of  coses  the  elongation  of  the  eye 
causes  atrophy  of  the  choroid  on  the  side  of  the  optic  disk 
next  to  the  y.  s.,  the  apparent  inner  side  h)  direct  exami- 
nation. This  atrophy  gives  riae  to  a  ereacentic  patch.  Fig. 
107,  of  yellowish- while  or  grayish  color,  whose  concavity  is 
formed  by  the  border  of  the  disk,  while  its  convex  side 
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curves   toward   tbe   y.  s.  ;    it   is   known    ns    a   "  myopic 

crescent,"  aUo   as  a  "  posterior  staphyloma,"  because   it 
iadicates  a  localized  bulging   of   the  sclerotic,  Fig.  105. 


w 


It  varies  in  size  from  the  narrowest  rim  to  an  area  several 
times  that  of  the  disk  and  ma^  form  a  zone  entirely  aur- 
rounding  the  diok    Fig  108  instead  of  a  crescent;  there 


IF  Fia,  106.    The  figure  sboivH  the  effect  on  ih 
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tndlrect  opbthBlmoscoplc  e 

A  sbowa  thai  In  emmctrDpla  the  image  remalQe  of  tbe  same  Axe  01 
drawal  of  the  len>,  Ob  la  the  retina  lying  at  the  principal  (bcus  of  tti 
trie  media  of  tbe  eye,  repreeented  by  I. ;  (and  I'  sliow  the  objective 
dlffterent  dlBlanees  frota  the  eye;  Jm  and  Im'  the  ophthalmoscopic  imajtes 
formed  In  each  case-  Itays  fVom  any  point  on  Ob  emerge  from  L  parallel, 
and  are  nnl ted  by  [at  tbe  point  Im  Ithe  principal  focnqof  Ifor  the  raya  indi- 
cated! on  the  eecondar)- aila  l,whlcb  fbrms  with  the  priiielpal  ails  the  angle 
a.  Kibe  removed  lol',  It  willsim  Intercept  aomeofthesamebundleot  paral- 
lel mya,  and  these  will  bannltedio  Im'  at  theaamB  dialnnCB  as  before,  on  the 
secondary  axis  2.  which  forma  with  the  principal  ails  tbe  angle  b  —  tbe  angle 
a.  Tbe  rehiUve  elzes  of  Ira  and  Im' depend  on  (IJ  their  respecliye  distaocei 
d  and  d'  fh>m  the  lens,  and  (2]  on  the  size  of  the  angles  a  and  h.  As  in  the 
present  case  d  —  d  and  n  —  b.Im  most  —  Im', 

B  shovs  the  diminution  of  tbe  Image  in  hypermetroi^B.  The  lettering  Is 
as  before,  bnt  r  Is  the  principal  focua  of  L,  and  v.  t.  the  Tirlnal  fonua  of  Ibe 
retina  06,  The  letlerad  and  d' are  omitted,  bnt  can  cssil;  be  supplied.  Tbe 
angle  b  Is  now  amaller  than  a,  because  tbe  lays  emerge  from  i.dlTeTsent  (u 
and  hence  (<l  and  d'  being  nearly  e>iual)  In'  must  bo  smaller 


nJm. 


Oihi 


tbe  Increase  of  (he 
'.is  the  "  llir  point"  of  the  eye,  con 
tban  a  because  the  mya  emerge  frc 
(d  and  d'  still  being  nearly  equal)  J 
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[  may  also  be  several  spote  of  atrophied  or  tliioned  choroid, 
I  Ijeyond  the  bounds  of  the  crescent,  and  these  also  occur  in 
L  horizontal  lines  near  they.  s.  Extensive  choroidal  changes 
are  generally  assumed  to  be  the  result  of  choroiditia, ' '  my- 
opic choroiditis  "  (p.  222).  Aa  a  rule,  the  higher  the  M. 
the  more  extensive  are  the  choroidal  changes,  but  the  rela- 
tion is  by  no  means  constant,  and  occasionally  even  in 
high  degrees  we  find  no  crescent.  Hemorrhages  may 
occur  from  the  choroid  in  the  same  region,  and  leave 
some  residual  pigment.     Owing  to  the  steepness  of  the 
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bulging  the  disk  is  often  tilted  and  appears  oval  because 
seen  at  "  three-quarter  face"  instead  of  "  full  face,"  Fig. 
108.  It  is  sometime  very  pale  on  the  side  next  the  y.  a. 
when  the  ataphylotua  is  large. 

There  is  in  M.  a  great  liability  to  liquefaction  of,  and 
the  formation  of  opacities  in,  the  vitreous,  and,  still  worse, 
to  detachment  of  the  retina.  A  large  proportion  of  all 
retinal  detachments  occur  in  myopic  eyes.  A  l»Iow  on  the 
eye  sometimes  appears  to  have  caused  the  detachment, 
though  often  not  until  after  a  considerable  interval.  In 
high  degrees  of  M.  the  lens  frequently  becomes  cataractous, 
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tbe  cataract  generally  beiug  corLical  aod  complicated  with 
disease  of  the  vitreous. 

Thus  we  arrive  at  a  aain  total  of  serious  difficulties  and 
risks  to  which  myopic  persona  are  subject,  especially  when 
the  myopia  is  of  high  degree.  It  is  only  when  the  degree 
is  low  (2  D.  or  less),  and  the  condition  stationary,  that  the 
popular  idea  of  "  short  sight'*  being  "  strong  sight"  is  at 
all  borne  out,  or  that  the  later  onset  of  presbyopia  (p.  357) 
counterbalances  the  disadvantages  of  bad  distant  vision. 

Causes.  M.  is  very  rarely  present  at  birth  ;  the  elonga- 
tion of  the  globe  which  constitutes  M.  comes  on  gradually 
during  the  growing  period  of  life,  and  especially  between 
the  ages  of  ten  and  twenty ;'  the  eye  begins  to  elongate 
during  childhood.  Though  M.  is  strongly  hereditary,  it 
may  also  begin  independently,  especially  from  the  pro- 
longed use  of  the  eyes  for  near  work.  The  strain  on  the 
internal  recti,  counterbalanced,  it  may  be,  by  a  corre- 
sponding tension  on  the  external  recti,  is  believed  to  act 
by  compressing  the  eyeball,  and  thus  causing  the  unpro- 
tected posterior  pole  of  the  sclerotic  to  bulge.  The  con- 
comitant tension  of  the  ciliary  muscle  probably  aids  by 
bringing  on  congestion  of  the  uveal  tract,  as  it  certainly 
appears  to  do  of  the  disk,  and  thus  predisposes  to  soften- 
ing and  yielding  of  the  tunics;  to  this  congestion  the 
habit  of  stooping  over  the  book  or  work  contributes  by 
retarding  the  return  of  blood.  It  is  evident  that  if  such 
causes  are  able  to  start  the  disease  they  must  constaQtly 
tend  to  increase  it.  M.  seldom  increases  after  the  age  of 
twenty-five,  unless  under  special  circumstances  ;  but  gene- 
ral enfeeblement  of  health,  as  after  severe  illness  or  pro- 
longed suckling,  seriously  increases  the  risk  of  its  progress, 
even  after  middle  life.  Any  condition  in  which  during 
childhood  better  vision  is  gained  hy  holding  objects  very 
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close  is  likely  to  bring  on  M. ;  and  so  we  find  it  dispropor- 
tionately common  among  those  who  from  childhood  have 
suffered  from  corneal  nebuljr,  partial  (especially  lamellar) 
cataract,  severe  choroiditis,  or  a  high  degree  of  astigma- 
tism. A  bad  supply,  or  bad  arrangement,  of  light,  bad 
print,  and  seats  or  desks  so  proportioned  as  to  encourage 
children  to  stoop  over  their  lessons,  are  now  geDerally 
believed  to  be  largely  answerable  for  the  production  of 
myopia.  It  is,  however,  to  be  not«d  that  some  of  the  very 
worst  cases  occur  in  persona  who  have  never  used  their 
eyes  for  close  observation  of  any  kind. 

Treatmest.  The  treatment  is  divisible  into  (I)  pro- 
phylactic and  (2)  remedial.  1.  Much  may  be  done  to  pre- 
vent M.,  or  to  check  its  increase  when  it  has  began,  by 
regulating  the  light,  books,  and  desks  used  by  children,  so 
as  to  remove  the  temptationa  to  stooping.  Children  should 
not  be  allowed  to  read  or  work  by  flickering  or  dull  light ; 
and  as  we  write  and  read  from  L.  to  R.,  it  is  best,  when- 
ever possible,  to  admit  the  light  from  the  left,  so  that  the 
shadow  of  the  pen  is  thrown  toward  the  right,  away  from 
the  object  looked  at.  A  myopic  child  should  not  be  allowed 
to  fully  indulge  his  bent,  which  is  generally  strong,  for 
excessive  reading.  2.  By  means  of  suitable  glasses  (a)  dis- 
tant objects  may  be  seen  clearly — >.  e.,  the  eye  be  rendered 
emmetropic,  (i)  reading  and  working  become  possible  at  a 
greater  distance.  The  strain  on  the  internal  recti  usually 
ceases  when  the  gaze  is  directed  into  the  distance,  whether 
vision  be  distinct  or  not;  glasses  for  distant  vision  have, 
therefore,  no  eflfect  on  the  progress  of  the  myopia,  and  are 
of  value  only  for  educational  purposes,  that  the  patient 
may  see  what  is  about  him  as  clearly  as  other  people ; 
their  use  is,  therefore,  to  a  great  extent  optional.  But  if 
we  can  increase  the  distance  of  the  natural  far  point  (r) 
&om  the  eyes,  we  lessen  the  tension  on  the  internal  recti 
vision,  diminish  the  temptations  to  stooping  and 
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to  reading  by  bad  light,  aud  so  help  to  check  the  progress 
of  the  disease  ;  heoce  glasses  for  neitr  work  are  very  impor- 
tant in  the  higher  degrees  of  M,  (3  D.  and  more)  in  early 
life.  When  JI.  has  been  stationary  for  years,  however,  the 
decision  even  on  this  point  may  be  left  to  the  patient. 

Before  ordering  glasses  for  either  purpose  we  must 
measure  accurately  the  degree  of  M.  In  Fig.  109,  let  r 
be  the  far  point,  and  let  it  be  25  cm.  in  front  of  the 
patient's  eye,  so  that  he  can  see  nothing  clearly  at  a 
greater  distance  than  25  cm. 

(a)  He  is  required  to  see  distant  objects  (objects  seen 
under  parallel  rays)  clearly,  A  concave  lens  is  interposed 
of  strength  sufficient  to  give  to  parallel  rays  a  degree  of 
divergence,  aa  if  they  came  from  r.  Fig.  109.     The  focal 


Mroida  corrected  by 


length  of  this  lens  will  be  the  same  as  its  distance  front  r ; 
and,  as  it  is  placed  close  to  the  eye,  its  focal  length  will  he 
very  nearly  the  same  as  (a  little  shorter  than)  the  patient's 
far  point.  Therefore,  if  we  measure  the  distance  of  r  from 
the  patient's  eye,  a  lens  of  nearly  the  same  focal  length  will 
neutralize  his  M.  He  will  choose  a  lens  rather  higher 
than  this  test  would  lead  us  to  expect  if  the  M.  be  uncom- 
plicated ;'  while  if,  owing  to  complications,  there  be  con- 

1  It  IB  iomelliDGS  stated  tbat  tho  glass  clicisen  for  dislanco  is  rather  umqIot 
tluin  If)  Indicated  by  the  dtsUuce  or  r  from  llie  ci?stBlline  lens,  the  ossoclBled 
ucammadation  bsvlng  caused  an  AppBrcnC  increase  of  M.  Ttils  is  [me  only 
Id  low  degrees  of  M.,  and  not  alwa;a  In  them:  most  patients  choose  a  rather 
jfrtfflper  lensllian  la  indicated  byr— (.  c,  aleiH  whose  fociialaahorter  by  the 
dlaUacB  between  its  own  central  point  and  the  Bornea. 
15 
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siderable  defect  of  vision,  he  will  often  choose  a  somew. 
lower  glass.  Hence,  it  is  a  good  rule  to  begin  the  trial  witb 
a  lens  weaker  than  the  one  which,' judging  by  the  above 
test,  we  expect  the  patient  to  choose,  and  to  try  succes- 
sively stronger  ones  till  the  best  result  is  reached.  The 
weakest  concave  glass  which  gives  the  best  attainable  sight 
for  the  diMant  test  types  (p.  48)  is  the  measure  of  the  M., 
and  this  glass,  bid  not  a  stronger  one,  may  be  safely  worn 
for  distant  vision.  Beginners  oft«n  test  M.  patients  with 
concave  glasses  for  near  types ;  neither  -J-  nor  —  glasses 
give  any  information  about  the  refraction  when  used  for 
near  objects,  since  they  merely  either  substitute  or  call 
into  use  the  accommodution. 

(6)  A  glass  is  needed  with  which  the  patient  will  be  able 
to  read  or  sew  at  a  distance  greater  than  his  natural  far 
point.  Theoretically  the  fully  correcting  glass  (a)  would 
suit,  since  it  gives  to  all  the  rays  a  course  which,  in  relation 
to  the  myopic  eye,  is  the  same  as  that  of  the  rays  entering 
a  normal  eye.  But  this  glass  can  seldom  safely  be  allowed 
in  the  higher  degree  of  M.  The  lens  which  fully  corrects 
the  myopia  diminishes  the  size  of  the  retinal  images  so 
much  (p.  38)  that  the  patieut  is  tempted  to  enlarge  them 
again  by  bringing  the  object  nearer ;  again,  the  accommo- 
dation is  often  defective  in  the  higher  degrees  of  M,,  and, 
as  the  fully  correcting  lens  requires  full  aceommodation, 
it  will  lead  to  over-atraining  if  this  function  be  weakened, 
and  so  cause  discomfort,  if  nothing  worse.  For  these  two 
reasons  the  rule  is  to  give,  for  near  work,  a  glass  which 
will  diminish  the  myopia,  but  not  fully  correct  it.  Glasses 
for  near  work  are  seldom  needed  unless  M.  exceed  3  D. 

Let  M.  be  7  D.,  then  r  will  be  at  14  cm.  (p.  40)  from  the 
eye.  If  a  glass  be  required  with  which  the  patient  shall 
be  able  to  read  at  30  cm.,  or  which  shall  remove  r  from  14 
cm.  to  30  cm.— ('.  e.,  shiill  leave  the  patient  with  M.  3  D., 
we  must  correct  the  difference  between  7  D.  and  3  D  (7  D. 
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—  3D.  =^4  D.);  a  concave  lens  of  4  D.  will  make  rays 
from  30  cm.  diverge  aa  if  they  came  from  14  cm.  But 
even  this  partial  correction  may  diminish  the  images  so 
much  that,  if  vision  be  imperfect  from  extensive  choroidal 
changes,  reading  at  the  increased  distance  will  be  difficult, 
and  the  patient  will  prefer  to  bring  the  object  nearer  again 
at  the  expense  of  his  accommodation,  and  will  thus  be  in- 
convenienced instead  of  bettered;  it  is,  therefore,  often 
advisable,  even  for  partial  correction,  to  order  a  weaker 
lens  than  is  optically  correct. 

Preponderance  of  the  external  over  the  internal  recti, 
insufficiency  of  convergence,  p.  329.  if  not  cured  by  par- 
tially correcting  glasses,  may  be  treated  by  division  of  the 
estfimal  rectus  of  one  or  both  eyes.  This  operation  may 
"  always  be  done  when  there  is  a  marked  divergent  squint, 
even  if  the  sijuint  be  variable.  Prismatic  spectacles  (p.  34), 
the  bases  of  the  prisms  being  toward  the  nose,  are  occa- 
sionally serviceable  for  reading  in  cases  of  slight  muscular 
insufficiency.  By  deflecting  the  entering  light  toward  their 
bases.  Fig.  16,  the  prisms  give  to  rays  from  a  certain  near 
point  a  direction  as  if  they  came  from  a  greater  distance, 
and  thus  lesflcn  the  need  for  convergence  of  the  optic  axes. 
The  prisms  may  be  combined  with  concave  lenses. 

M.  may  also  be  caused  by  an  increase  of  the  curvature, 
or  of  the  refractive  power  of  the  media,  myopia  of  curva- 
ture. Thus  in  conical  cornea  (p.  148)  the  curvature  of  the 
central  part  of  the  cx)ruea  is  increased—)',  e.,  its  focal  length 
shortened,  and  the  principal  focus  of  the  lens-system  lies 
in  front  of  the  retina,  often  very  far  in  front,  without  any 
change  of  place  of  the  parts  at  the  back  of  the  eye.  M., 
usually  of  low  degree,  often  comes  on  in  commencing  senile 
cataract  (p.  196)  from  a  shortening  of  the  focal  length  of 
the  crystalline  lens,  doubtless  due  to  increase  of  refractive 
index  (p.  25).  M.  is  sometimes  simulated  in  H.,  and  actual 
M.  increased  by  needless  and  uncontrollable  action  of  the 
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ciliary  muscle — apasm  of  accommodatioD,  K«raoval  of  the 
lens  has  lately  been  extensively  practiseii  in  the  treatment 
of  myopia  of  high  degree,  15  D.  and  upward.  The  pub- 
lished results  of  operations  show  that  this  treatment  is  of 
advantage  in  preventing  the  progressive  stretching  of  the 
tunics  of  the  eye,  and  in  mating  vision  more  comfortable. 
See  Chapter  XXII. 

Hypekmetkopia  (H.). 
H,  is  optically  the  reverse  of  M.  It  is  one  of  the  most 
comrooQ  conditions  we  have  to  treat.  The  eyeball  is  too 
short,  axial  kypermetrop'ui,  so  that  when  the  accommoda- 
tion is  relaxed  the  retina  lies  within  the  principal  focus  of 
the  eye.  As  rays  from  au  object  within  the  principal  focus 
of  a  convex  lens  emerge  from  the  lens  divergent,  Figs.  10 
and  13,  so  pencils  of  rays  leaving  a  hypermetropic  eye  are 


divergent.  Fig.  113;  and,  conversely,  only  rays  already 
convergent  can  be  focuesed  on  the  retina.  H,  always 
dates  from  birth,  and  does  not  afterward  increase,  except 
slightly  in  old  age.  But  it  may  diminish  and  even  give 
place  to  M.  by  elongation  of  the  eye.  In  Fig.  110  the 
curved  line  representing  the  retina  is  in  front  of  f,  com- 
pare Fig.  102.  Parallel  raya  will,  after  passing  through 
the  lens,  meet  the  retina  before  focussing  and  form  a  blurred 
image,  while  divergent  rays,  meeting  the  retina  still  further 
from  their  focus,  will  form  an  even  worse  image,  compare 
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Fig.  103 ;  hence  neither  distant  nor  near  objects  will  be 
Been  clearly.  But  by  using  accommodation  the  focal  length 
can  be  shortened  until  the  focus  falls  upon  the  retina.  Fig. 
Ill,  and  distant  objects  are  then  seen  clearly ;  and  addi- 


tional accommodation  will  give  also  diatinct  vision  of  near 
objects,  compare  Pig.  lOiJ.  A  little  consideration  will  show 
that  the  competence  of  the  ciliary  muscle  to  give  these  re- 
sults will  depend  in  any  given  case  (1)  on  the  degree  of 
advancement  of  the  retina  in  front  of  f — i,  e.,  on  the  de- 
gree of  shortening  of  the  eye ;  and  (2)  on  the  strength  of 
Ace— (.  e.,  on  the  extent  to  which  the  foca!  length  of  the 
lens  can  be  altered. 


Hypennelropla 


The  same  result  may  be  gained  by  placing  a  convex  lens 
in  front  of  the  eye,  instead  of  using  the  accommodation.  In 
a  given  ca*.  Ace.  being  relaxed,  let  the  ray,  a.  Fig.  112, 
on  leaving  the  eye  diverge  from  the  axis  as  if  it  proceeded 
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from  a  poiut  v.  f.,  compare  Fig.  13,  25  cm,  behind  the 
cornea.  If  tlie  ray  a',  parallel  with  the  axia,  pass  through 
a  convex  lens,  I,  of  25  cm.  focal  length  held  close  to  the  eye, 
it  will  be  made  to  converge  toward  this  same  poiut,  and, 
therefore,  in  accordance  with  §  12  (p.  30)  will  be  focussed 
on  the  retina  at  a. 

Fig.  113  may  be  taken  for  a  aection  of  a  very  highly 
hypermetropic  eye,  the  rays  emerging  from  which  are 
divergent.  The  image  formed  on  the  retina  of  a  hyper- 
metropic eye  is  smaller  than  that  of  the  same  object  placed 
at  the  same  distance  from  a  normal  eye  (p.  38). 


Course  of  tha  raya 


fhim  a  hypermetropic  eye. 


In  old  age  the  refractive  power  of  the  crystalline  lens 
seems  normally  to  diminish,  and,  therefore,  an  eye  origin- 
ally emmetropio  becomes  unable  to  focus  parallel  raya  on 
the  retina ;  this  condition  causes  slight  acquired  hyperme- 
tropia,  and  begins  at  the  age  of  sixty-five. 

Symptoms  and  Rebults  of  H.  The  direct  symptoms 
are  due  to  insufficiency  of  the  accommodation ;  for  distinct 
vifiion  of  any  object,  whether  near  or  distant,  requires  Ace. 
proportionate  to  the  degree  of  shortening  of  the  eye,  and 
the  absolute  power  (amplitude)  of  Ace.  is  not  increased  in 
H.,  at  any  rate  not  enough  to  meet  the  demand. 

If  H.  is  slight  or  moderate  and  Ace.  vigorous,  no  incon- 
venience is  felt  either  for  near  or  distant  vision.     But  if 
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Ace.  have  been  weakened  by  disease  or  ill-health,  or  have 
failed  with  ago,  the  patient  will  complaiu  that  he  caa  no 
longer  see  near  objects  clearly  for  long  together  ;  that  the 
eyes  ache  or  water,  or  that  everything  "swims"  or  be- 
comes "dim"  after  reading  or  sewing  for  a  short  time, 
acGommodative  astkeitopia.  There  is  not  usually  much  com- 
plaint of  defect  for  distant  objects.  Af any  slight  or  mod- 
erately H.  patients  find  no  inconvenience  till  twenty-five 
or  thirty  years  of  age,  when  Ace.  has  naturally  declined 
by  nearly  one-half.  Women  are  often  first  troubled  after 
a  long  lactation,  and  other  persona  after  prolonged  study 
or  desk -work,  or  when  suffering  from  chronic  exhausting 
diseases.  Children  often  complain  of  watering,  blinking, 
and  headache,  rather  than  of  dimness  (see  also  p.  275). 

In  very  high  degrees  of  H.,  as  a  large  part  of  the  Ace. 
is  always  needed  from  childhood  upward  for  distant  sight, 
even  the  strongest  effort  does  not  suffice  to  give  clear 
images  of  near  objects,  which  consequently  such  a  person 
never  sees  well.  Such  patients  often  partially  compensate 
for  the  dimness  of  near  objects  by  bringing  them  still 
nearer,  thus  enlarging  the  visual  angle  and  increasing  the 
size  of  the  retinal  images  (p.  38).  This  symptom  may  be 
mistaken  for  M.,  but  can  be  distinguished  by  the  want  of 
uniformity  in  the  distance  at  which  the  patient  places 
his  book,  and  by  his  being  often  unable,  at  any  dis- 
tance whatever,  to  see  the  print  easily  or  to  read  fluently. 
In  the  highest  degrees  even  distinct  distant  vision  is  not 
constantly  maintained,  the  patient  often  being  content  to 
let  his  accommodation  rest  except  when  his  attention  is 
roused. 

As  age  advances,  a  point  is  reached,  even  in  moderate 
degrees  of  H.,  at  which  Ace.  no  longer  suffices  even  for 
distant,  and  much  less  for  near  vision.  Sucli  persons  tell 
ua  that  they  early  took  to  glasses  for  near  work,  but  add 
that  lately  the  glasses  have  not  suited,  and  that  they  are 
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now  unable  to  see  clearly  either  at  long  or  abort  distances. 
Ophthalmoscopic  examination  shows  no  chauge  except  H., 
and  suitable  convex  glasses  a.t  once  raise  distant  vision  to 
the  normal.  Occasionally  photophobia,  conjunctival  irri- 
tation, and  redness  are  present  in  H.,  but  the  first-named 
symptom  is  less  common  than  in  M.  (see  p.  274).  The  most 
important  indirect  result  of  H,  is  convergent  strabismus  (see 
p.  363). 

Teeatment.  The  treatment  of  H.  consists  in  removing 
the  necessity  for  overuse  of  Ace.  by  prescribing  convex 
spectacles,  which,  in  proportion  to  their  strength,  supply 
the  place  of  the  increased  convexity  of  the  crystalline  lens 
induced  by  Ace.  In  theory,  the  whole  Ace.  ought  to  be 
corrected  by  glasses  in  every  case,  and  the  eye  be  rendered 
emmetropic.  But  in  practice  we  find  it  often  better  to 
give  a  weaker  gloss,  at  least  for  a  time. 

If  Ace.  in  a  H.  eye  be  in  abeyance  (paralyzed  by  atro- 
pine) vision  for  distant  objects  will  he  distinct  only  if  the 
rays  pass  through  a  convex  lens,  held  in  front  of  the  eye, 
whose  focus  coincides  with  the  virtual  focus  of  the  retina 
(p.  341,  Fig.  112).  The  strength  of  this  lens  is  the  measure 
of  the  H. ;  thus  the  patient  has  H.  2  D.  if  a  convex  lens 
of  50  cm.  focal  length  is  necessary  for  this  purpose. 

But  if  Ace.  be  intact,  then,  as  it  has  constantly  to  be 
used  for  distant  sight,  the  patient  is  often  unable  to  relax 
it  fully,  when  a  corresponding  convex  lens  is  placed  in 
front  of  the  eye ;  he  will  relax  only  a  part,  and  this  part 
will  be  measured  by  the  strongest  convex  lens  with  which 
he  can  see  the  distant  types  clearly.  That  part  of  the  H. 
which  can  be  detected  by  this  test  is  called  "  manifest" 
(m.  H.}.  The  part  remaining  uudetected,  because  corrected 
by  the  involuntary  use  of  Ace,  is  latent  (1.  H.).  The  aum 
of  the  m.  H.  and  1.  H.  is  the  total  H. 

Now,  most  H,  people  can  habitually  use  some  Acc.  for 
distance,  and  a  corresponding  excess  for  near  vision  with- 
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out  inconvenience,  and  hence  the  full  correction  of  H.  is 
by  no  means  always  needful,  or  even  agreeable  to  the 
patient.  In  many  cases  the  correction  of  the  m.  H.  is 
enough  to  relieve  tlie  asthenopie  symptoms,  at  any  rate 
for  a  considerable  time  ;  but  we  often  find  that  after  wear- 
ing these  glasses  for  some  weeks  or  months  the  symptoms 
return,  and  a  fresh  trial  wi!3  show  a  larger  amount  of  m. 
H.,  which  must  then  again  be  corrected  by  a  correspond- 
ing increase  in  the  strength  of  the  glasses.  This  process 
may  have  to  be  repeated  several  times  until  after  a  few 
months  the  total  H.  becomes  manifest  and  may  be  cor- 
rected. This  method  is  most  suitable  for  adults  in  whom 
the  use  of  atropine  to  paralyze  Ace,  and  allow  the  imme- 
diate estimation  of  the  total  H.,  is  inconvenient  or  impos- 
sible ;  or  for  whom  the  glasses  which  correct  the  total  H., 
as  estimated  by  the  ophthalmoscope,  without  atropiniza- 
tion  are  found,  if  ordered  at  once,  to  be  inconveniently 
strong.  Bat  for  children  there  is  seldom  any  gain  and 
often  no  little  inconvenience  from  following  this  gradual 
plan;  with  them  the  better  way  is  to  estimate  the  total 
H.,  and  to  order  glasses  slightly  (about  1  D.)  weaker  than 
that  amount. 

To  Examine  for  H.  1.  For  m.  H.  Note  the  patient's 
vision  for  distant  types  at  6  m.,  then  hold  in  front  of  his 
eyes  a  very  weak  convex  lens  (4-  0.5  D.),  and  if  he  sees 
as  well,  or  better,  with  it,  go  to  the  next  stronger  lens, 
and  so  on  until  the  strongest  has  been  found  which  allows 
the  beat  attainable  distant  vision ;  this  lens  is  the  measure 
of  the  m,  H. 

2.  For  H.  (total).  The  easiest  and  most  certain  plan  is 
to  direct  the  patient  to  use  strong  atropine  drops  (F.  33) 
three  times  a  day  for  at  least  two  days,  and  then  to  test  bis 
distant  vision  with  convex  glasses.  As  in  (1),  the  strongest 
lens  which  gives  the  best  attainable  sight  is  the  measure  of 
tJaeS. 
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Ophthalmoscopic  Tests.  3.  The  image  of  the  disk 
Been  by  the  indirect  method  becomes  smaller  when  the  lens 
is  withdrawn  from  the  eye,  Fig.  106,  B. 

4.  The  shadow  test  is  described  at  p.  81. 

5.  By  direct  examination  an  erect  image  is  seen  at  what- 
ever distance  the  observer  be  from  the  patient  (p.  SO).  The 
oberver  may  learn,  aa  stated  at  p.  60,  to  estiioate  H.  with 
almost  aa  great  accuracy  with  a  refraction  ophthalmoscope 
as  by  trial  lenses,  and  this  plan,  like  the  shadow  test,  is 
extremely  valuable  with  children  who  are  too  young  or  too 
backward  to  give  good  aoswers.  The  total,  or  nearly  the 
total  H.  may  often  be  found  in  this  way  without  atropine 
if  the  examination  be  made  in  a  dark  room,  for  then  Ace. 
is  generally  quite  relaxed,  however  persistently  it  may 
have  acted  when  the  patient  was  able  to  look  attentively 
at  objects  in  the  light.  The  objective  estimates,  4  and  5, 
however,  are  more  easily  made  after  the  use  of  atropine. 

The  next  question  is,  whether  the  glasses  are  to  be  worn 
always,  or  only  when  Ace.  is  specially  strained — i.  e.,  in 
near  work.  They  are  to  be  worn  constantly  (1)  whenever 
we  are  attempting  to  cure  a  squint  by  their  means  ;  (2)  in 
all  cases  of  high  H.  in  children,  whether  with  or  without 
strabismus.  But  patients  who  come  under  care  for  the 
first  time,  as  young  adults,  in  whom  the  H.  is,  as  a  rule, 
of  moderate  or  low  degree,  may  generally  be  allowed  to 
wear  them  ooly  for  near  work.  Elderly  persona  require 
two  pairs— one  for  distance,  neutralizing  the  lo.  H.,  the 
other  stronger,  neutralizing  the  presbyopia  also,  for  near 
work  (p.  357) ;  the  use  of  the  former  may,  however,  be  left 
to  the  patient's  choice. 

ASTIGMATKM   (As.). 

In  the  preceding  cases  (M.  and  H.)  the  refracting  sur- 
faces of  the  eye  (the  front  of  the  cornea  and  the  two  sur- 
faces of  the  lens)  have  been  regarded  as  segments  of  apheree. 
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All  the  rays  of  a  cone  of  light  which  issue  from  a  round 
spot  and  pass  through  such  a  system  are,  neglecting 
"spherical  aberration,"  Fig.  9,  equally  refracted,  and 
meet  one  another  at  such  a  single  point — the/o««  of  the 
system.  For  if  such  a  coue  of  incident  light  be  looked 
upon  as  composed  of  a  number  of  different  planes  of  rays, 
situated  radially  around  the  axis  of  the  cone,  the  rays  situ- 
ated in  any  plane,  say  the  vertical,  will,  after  passing 
through  the  lens-system,  meet  behind  it  at  ite  focus,  while 
those  forming  any  other  plane,  as  the  horizontal,  will  meet 
at  the  same  point. 

But  let  the  curvature,  and,  therefore,  the  refractive  power 
of  one  of  the  media,  for  instance,  the  cornea,  be  greater  in 
one  meridian,  say  the  vertical,  than  in  the  horizontal,  then 
the  vertical-plane  rays  will  meet  at  their  focu?,  while  the 
hoizontal-plane  rays  at  the  same  distance,  not  having  yet 
met,  will,  if  received  on  a  screen,  form  a  horizontal  line 
of  light.  If  the  intermediate  meridians  had  regularly 
intermediate  focal  lengths,  they  would  form  at  the  same 
place  lines  of  intermediate  lengths,  and  the  image  of  the 
round  spot  of  light,  if  caught  on  a  screen  at  this  distance, 
would  form  a  horizontal  oval.  To  a  retina  receiving  such 
an  image,  the  round  point  of  light  would  appear  drawn 
out  horizontally.  Such  an  eye  is  called  astigmatic,  be- 
cause unable  to  see  a  point  as  such ;  all  round  points 
appearing  drawn  out  more  or  less  into  lines. 

A  little  reflection  will  show  that  in  the  same  case,  at  the 
focal  point  of  the  ho izontal- plane  rays,  the  rays  of  the 
vertical  plane  will  already  have  met  and  crowed,  and 
that  the  image  at  this  point  will  form  a  vertical  oval. 

If  the  screen  be  placed  midway  between  these  two 
extreme  points,  the  image  will  be  circular,  but  blurred, 
because  the  vertical-plane  rays  will  have  crossed  and 
began  to  separate,  while  the  horizontal  ones  will  not  yet 
have  met,  and  each  set  will  be  equally  distant  from  its 
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focua.  The  meridians  of  the  astigmatic  medium  which 
refract  most,  shortest  focus,  and  least,  longest  focus,  are 
the  principal  meridians.  The  distance  between  their  foci  is 
the/oco^  interval,  and  represents  the  degree  of  astigmatism. 

The  astigmatism  of  the  eye  may  be  regular  or  irregular. 
In  regular  astigmatism,  the  meridians  of  greatest  and  least 
refractive  power,  "principal  meridians,"  are  always  at 
right  angles  to  each  other ;  and  every  meridian  is  nearly 
a  segment  of  a  circle.  Of  the  principal  meridians,  the 
most  refractive,  the  one  with  shortest  focal  length,  is,  as  a 
rule,  vertical,  or  nearly  so,  and  the  least  refractive,  there- 
fore, horizontal,  or  nearly  so.  The  cornea  is  the  principal 
seat  of  this  asymmetry.  The  crystalline  lens,  however, 
is  also  astigmatic  to  a  less  degree,  and  its  meridians  of 
greatest  and  least  curvature  are  usually  so  arranged  as 
in  some  degree  to  neutralize  those  of  the  cornea ;  it  thus 
partially  corrects  the  corneal  error.  Corneal  astigmatism 
is  often  caused  by  operations  for  cataract  or  iridectomy  (p. 
207). 

Regular  astigmatism  is  corrected  by  a  lens  which  equal- 
izes the  refraction  in  the  two  principal  meridians.  Such 
a  lens  must  be  a  segment  of  a  cylinder,  instead  of,  like  an 
ordinary  lens,  a  segment  of  a  sphere.  Kays  traversing  a 
cylindrical  lens  in  the  plane  of  the  axis  of  the  cylinder  are 
not  refracted  since  the  surfaces  of  leoa  in  this  direction  are 
parallel ;  but  rays  traversing  it  in  all  other  planes  are  re- 
fracted more  or  less,  and  moat  in  the  plane  or  meridian  at 
a  nght  angle  with  the  axis. 

Irregular  astigmatiflm  may  be  caused  either  by  irregu- 
larities of  the  cornea,  arising  from  ulceration,  inflamma- 
tion, or  conicity'  (p.  148) ;  or  by  various  conditions  of  the 

'  There  c&ti  be  Uttle  doubt  from  cUnl(:al  obserTRlIon  with  a  refnotlon  opb- 
Uulmoscope,  ibat  corneal  As,  Is  ottea  cnmpllcaled  by  ibe  curvattirooreach 
mcrliilaii  buiiig  tiatuiall;  more  or  Icsa  elUpliisBL  InBlead  of  circular,  and  Out 
irltbout  an)'  lendmc}'  (otnird  "conlcBlcuraea/'iuoammoaly  undeisMod. 
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crystaUioe  lens,  such  as  differences  of  refraction  in  its 
various  sectors,  tilting  or  lateral  dislocation  of  the  lens,  so 
that  ita  axis  no  longer  corresponds,  as  it  should  nearly  do, 
with  the  centre  of  the  cornea.  Irr^ular  astigmatism 
causes  much  distortion  of  the  ophthalmoscopic  image, 
especially  when  the  object  lens  is  moved  from  aide  to  side. 
It  is  seldom  much  benefited  by  glasses. 

Returning  to  regular  astigmatism,,  it  will  be  seen  that 
the  optical  condition  of  the  eye  depends  upon  the  position 
of  the  retina  in  respect  to  the  focal  interval.  In  the  fol- 
lowing diagram.  Fig.  114,  let  the  moat  refractive  meridian 
be  vertical,  and  its  focus  be  called  a,  the  least  refracting 
meridian  horizontal  and  its  focus  b.     The  astigmatism  is 


^^^_     mer 


here  represented  as  caused  by  altered  position  of  the  retina 
in  different  planes,  instead  of  by  altered  curvature  of  the 
cornea  in  different  planes,  the  diagram  being,  of  course, 
only  intended  to  aid  the  comprehension  of  the  principle. 

1.  Let  a  fall  on  the  retina  (1,  Fig.  114),  and  b,  therefore, 
behind  it.  There  is  E.  in  the  vertical  meridian,  and  there- 
fore H.  in  the  horizontal  meridian ;  this  is  simple  H.  As. 

2.  Let  b  fall  on  the  retina,  2,  Fig.  114,  and  a  in  front  of 
it.  The  horizontal  meridian  is,  therefore,  E.,  and  the  ver- 
tical meridian  M. ;  simple  M.  As.  3.  Let  a  and  b  both 
lie  behind  the  retina  (3,  Fig.  114).  There  is  H.  in  both 
meridians,  but  more  in  the  horizontal  than  the  vertical 
meridian  ;  compound  H.  As.     4.  a  and  b  are  both  in  front 
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of  the  retba  (4,  Fig.  114).  There  is  M.  in  both  meridians, 
but  more  in  the  vertical  than  the  horizontal ;  compound 
M.  As.  5.  a  is  in  front  of  the  retina  and  i  behind  it  (5, 
Fig.  114).  There  is  M.  in  the  vertical  and  H.  in  the  hori- 
zontal meridian ;  mixed  As. 

The  general  symptoms  of  As.  resemble  those  caused  by 
the  simpler  defects  of  refraction ;  but  attention  to  the 
patient's  complaints,  and  to  the  manner  in  which  he  uses 
his  eyes,  will,  in  the  higher  degrees,  often  give  the  clue  to 
ltd  presence.  Low  degrees,  especially  of  simple  H.  Aa., 
often  give  rise  to  no  inconvenience  till  rather  late  in  life. 
As.  is  moat  commonly  met  with  in  connection  with  H.,  be- 
cause H.  is  so  much  more  common  than  M.  But  it  is  said  to 
occur  with  greater  relative  frequency  in  M.,  when,  if  com- 
plications be  present,  it  may,  if  not  of  high  degree,  be 
readily  overlooked  unless  specially  sought  for.  The  higher 
grades  of  As.  cause  much  inconvenience,  no  objects  being 
seen  clearly;  and  spherical  glasses,  though  of  use  if  the 
As.  be  compound,  are  nearly  useless  if  it  he  simple.  As. 
is  always  to  be  suspected  if,  with  the  best  attainable  spher- 
ical glasses,  distant  vision  is  leas  improved  than  it  ought  to 
be,  supposing  of  course  that  no  other  changes  are  present 
to  account  for  the  defect.  No  definite  rule  can  be  laid 
down  as  to  the  degree  of  defect  wliich  should  raise  the  buh- 
picion  of  As.;  indeed,  in  the  higher  degrees  of  even  simple 
M.  and  H.,  acutenesa  of  vision  is  often  below  normal  (pp, 
267  and  SM).  It  is  possible  that  in  young  persons  with 
vigorous  accommodation  the  astigmatism  of  the  cornea  is 
partly  corrected  by  the  ciliary  muscle  acting  unequally  on 
the  different  meridians  of  the  lens,  and  that  the  seemiogly 
greater  frequency  of  astigmatism  in  the  presbyopic  is  due 
to  the  impairment  of  this  power. 

As.  may  be  measured  either  by  trial  with  glasses,  by  the 
shadow  teat  (p.  81),  or  by  ophlhalraoscopic  estimation  (p. 
78)  of  the  refraction  of  the  retinal  vessels  in  the  two  chief 
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meridians.  A  comparatively  easy  qualitative  test  is  found 
in  the  apparent  shape  of  the  disk,  which,  instead  of  being 
round,  is  more  or  leaa  oval.  In  the  erect  image  the  long 
axis  of  the  oval  corresponds  to  the  meridian  of  greatest  re- 
fractionj  and  ia,  therefore,  as  a  rule,  nearly  vertical,  Fig.  115, 
In  the  inverted  image,  Fig.  116,  the  direction  of  the  oval 
is  at  right  angle?  to  the  above,  provided  that  the  object  lens 
be  nearer  than  its  own  focal  length  to  the  eye.     As.  is  bus- 


Breel  image  of  disk  in  astlgma- 

The  same  dislc 

tlBia,  with  meridkii  orgrealest  te- 

indirect  method 

fmcUon  nearly  vertical.   (Wecubb 

andJisaEH.) 

pected  when,  in  the  erect  image,  an  undulating  retinal 
Teasel  appears  clear  in  some  parts  and  indistinct  in  others, 
an  appearance  which  may  be  taken  for  retinitia  if  the  es- 
amination  be  confined  to  the  erect  image.  It  may  be  imi- 
tated by  looking  at  a  wavy  line  through  a  cylindrical  lens. 
In  the  indirect  examination  the  shape  of  the  disk  changes 
on  withdrawing  the  lens  from  the  patient's  eye.  It  will  be 
remembered  that  in  M.  the  image  increases  a.s  the  lens  ia 
withdrawn  (p.  331,  2),  that  in  E.  its  size  remains  tJie  same, 
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wbile  in  H.  it  diminishes,  Fig.  106.  Thus,  m  a  case  of 
Bimple  M.  As.  in  the  vertical  meridian,  that  dimension  of 
the  disk  which  is  seen  througli  the  vertical  meridian  will 
enlarge  on  difitauciug  the  lena ;  from  being  oval  horizon- 
tally when  the  lens  is  close  to  the  eye,  it  becomes  first 
round  and  then  oval  vertically  on  withdrawing  the  lens. 
In  the  other  forms  of  As.  the  same  holds  true ;  the  image 
enlarges  either  absolutely  as  in  M.  As.,  or  relatively  as  in 
H.  As.,  in  the  direction  of  the  most  refracting  meridian. 

The  subjective  tests  for  Aa.  are  very  numerous,  but  all 
depend  on  the  fact  that  if  an  astigmatic  eye  look  at  a 
number  of  lines  drawu  in  different  directions,  some  will  be 
seen  more  clearly  than  others.  The  form  of  this  test  is  not 
a  matter  of  great  consequence,  provided  that  the  lines  are 
clear,  not  too  fine,  and  are  easily  visible  with  about  half  the 
normal  V.  at  from  3  m.  to  6  m.  The  forms  resembling  a 
clock-face  with  bold  Roman  figures  at  the  ends  of  the  radii 
are  very  convenient,  and  I  prefer  the  pattern  recommended 
by  Mr.  Brudeneil  Carter  (see  Appendix)  to  any  other  that 
I  have  used.  On  this  face  are  three  parallel  black  lines 
separated  by  equally  wide  white  spaces,  and  which  collec- 
tively form  a  "  hand  "  that  can  be  turned  round  into  the 
positions  of  best  and  worst  vision. 

The  easiest  case  for  estimation  is  one  of  simple  H.  As., 
in  which  the  eye  is  under  atropine.  Many  cases  of  simple 
M.  As.  are  almost  as  easy  to  test.  lu  a  given  case  let  the 
eye  be  E.  in  the  vertical  meridian,  and  H.  in  the  horizon- 
tal. With  Ace.  paralyzed,  rays  refracted  by  the  vertical 
meridian  will  be  accurately  focussed  on  the  retina,  while 
the  focus  of  those  refracted  by  the  horizontal  meridian  will 
be  behind  the  retina.  Fig.  114,  1,  and  consequently  form 
on  it  a  blurred  image.  Now  the  rays  which  strike  in  the 
plane  of  the  vertical  meridiaa  are  those  which  come  from 
the  borders  of  horizontal  lines ;  hence  the  patient  under 
tjonaide ration  will  see  the  lines  at  a  distance  of  3  m.  to  6 
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m,  quite  clearly  when  the  "  haud"  is  horizontal,  except 
their  euds,  which  will  be  blurred.  The  rays  which  strike 
in  the  plane  of  the  liorizontal  meridian  are  those  which 
proceed  from  the  sides  of  vertical  lines,  and  as  this  meri- 
dian is  hypermetropic,  the  lines  in  the  "  hand,"  when 
placed  vertically,  will  be  indistinct,  except  their  ends, 
which  will  be  sharply  defined.  We  now  leave  the  "  haud" 
vertical,  and  teat  the  refraction  for  the  lines  in  this  position 
(i.  e.,  for  the  horizontal  meridian)  in  the  ordinary  way  and 
find,  e.  g.,  that  with  -1-  2  D.  they  are  seen  most  clearly, 
though  not  perfectly.  On  substituting  for  the  spherical 
glass,  -|-  2  D.  cylinder  with  its  curvature  horizontal^t.  e., 
its  axis  vertical,  the  lines  of  the  hand  and  all  the  figures 
on  the  clock  will  be  seen  perfectly ;  the  vertical  lines  aud 
figures  will  he  seen  through  the  horizontal  meridian  cor- 
rected by  the  cylinder  lens,  and  the  horizontal  figures 
through  the  unaided  vertical  meridian,  the  rays  which 
pass  through  the  cyKnder  in  this  meridian  not  heiog  re- 
fracted. 

In  a  case  of  simple  if.  As.  in  the  vertical  meridian  the 
lines  of  the  "  hand  "  will  be  dull  or  invisible  when  hori- 
zontal, while  when  vertical  they  will  be  clear.  On  trial  a 
concave  cylinder  will  be  found,  which  with  its  curvature 
vertical,  axis  horizontal,  makes  the  lines  of  the  hand  quite 
clear  when  horizontal,  and  all  the  figures  quite  plain. 

The  cases  of  compound  aud  raixe<^I  As.  are  less  easily 
dealt  with  by  this  test.  It  is  generally  best  to  find,  in  the 
usual  way,  the  spherical  glass  which  gives  the  best  result 
for  the  distant  types,  and  then,  arming  the  eye  with  this 
glass,  to  test  for  As.,  with  the  clock-face  and  cylindrical 
lenses,  as  in  the  simple  cases  described  above.  As  the 
letters  of  Snellen's  distant  types  are  made  up  of  lines  run- 
ning in  various  directions.  As.  can  be  very  well  tested  with 
these,  and  in  actual  practice  the  clock-face  is  not  necessary 
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We  may  use,  iuatead  of  a  cylindrical  glass,  a  narrow  slit 
in  a  round  plate  of  metal  which  can  be  placed  in  the  direc- 
tion of  either  of  the  chief  meridians,  tlie  spherical  glass 
being  then  found  with  which,  in  each  meridian,  the  patient 
sees  best.  One  chief  meridian  may  be  ascertained  by  find- 
ing the  direction  of  the  slit  which  gives  the  best  sight  with 
the  spherical  glass  chosen  in  the  preliminary  examination, 
and  the  other  meridian  by  finding  the  glass  which  gives 
the  best  result  with  the  slit  at  a  right  angle  to  the  former 
direction. 

Another  method,  that  of  Javal,  consists  in  making  the 
patient  highly  myopic  for  the  time  being,  by  means  of  a 
convex  lens,  unless  he  be  myopic  already ;  then  accurately 
finding  his  far  point  for  the  least  myopic  meridian,  and 
lastly  finding  the  concave  cylinder  which  is  needed  to  re- 
duce the  opposite  meridian  to  the  same  refraction. 

Ophthalmoscopic  estimation  and  retinoscopy,  however, 
save  much  time,  especially  in  mixed  As.  If  As.  be  meas- 
ured by  direct  ophthalmoscopic  examination,  we  may  re- 
member that  the  axis  of  the  correcting  cylinder  will  be 
parallel, to  the  vessel  used  as  a  guide  to  either  of  the  chief 
meridians ;  and  that  in  retinoscopy  the  same  axis  is  par- 
allel to  the  edge  of  the  shadow.  Thus  if  a  vertical  vessel 
be  clearly  seen  with  -\-  2  D.,  the  horizontal  vessels  being 
best  seen  with  no  lens,  retinoscopy  will  also  show  H.  2  D. 
for  the  shadow  moving  horizontally — i.  e.,  with  a  vertical 
edge,  and  the  patient  will  choose  a  cylinder  of  +  2  D. 
with  ita  axis  vertical — t.  e.,  its  curvature  horizontal  he- 
cause  the  horizontal  meridian  of  his  eye  has  H.  2  D.,  tha 
vertical  meridian  being  E. 

Whatever  means  be  employed,  the  degree  of  As.  is  ex- 
pressed by  the  difference  between  the  glasses  chosen  fo« 
the  two  chief  meridians ;  or  by  the  cylindrical  lens  which, 
added  to  the  chosen  spherical,  gives  the  best  result  for  the 
lines  or  the  distant  types.     When  cylindrical  glasses  are 
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ordered  the  whole  of  the  aatigraatism  should  be  corrected. 
It  is  not  usually  necessary  to  correct  astigmatism  of  less 
than  1  D. ;  but  exceptions  to  this  rule  are  not  uncommoD, 
some  patients  deriving  marked  relief  from  the  correction 
of  lower  grades. 

Vision  is  often  defective  in  As.,  and  in  the  high  degrees 
we  are  often  obliged  to  be  coutent  with  a  very  moderate 
improvement  at  the  time  of  examination.  This  may  some- 
times be  explained  by  the  retina  never  having  received 
clear  images— i.  e.,  never  having  been  accurately  practised 
(p.  2(57);  V.  in  such  eases  often  improves  after  proper 
glasses  have  been  worn  for  some  months.  In  other  cases 
irregular  As.  is  the  cause  of  the  defect.  Much  also  de- 
pends on  the  intelligence  of  the  patient ;  some  persons  are 
far  more  appreciative  of  slight  changes  in  the  power,  or  in 
the  direction  of  the  axis  of  the  cylinder  than  others,  aud 
this  apart  from  the  absolute  acuteness  of  sight. 

Unequal  re&action  in  the  two  ef es  (Anisometropia,).  It 
is  common  to  find  tliat  one  eye  has  more  H.,  more  M.,  or 
more  As.  than  its  fellow ;  or  that  one  is  normal  while  the 
other  is  ametropic.  When  the  difference  ia  not  more  than 
is  represented  by  1,5  D.,  and  V.  is  good  in  both  (see  p. 
267),  the  refraction  may  with  advantage  be  equalized  by_ 
giving  the  glasses  which  correct  each  eye,  and  the  devel- 
opment of  divergent  squint  may  sometimes  be  prevented 
by  the  increased  stimulus  to  binocular  vision  thus  given. 
But  equalization  is  seldom  possible  if  the  difference  he 
greater,  though,  especially  in  myopic  cases,  advantage  is 
sometimes  gained  by  partial  equalization.  On  the  other 
hand,  some  patients,  probably  those  who  do  not  possess 
binocular  vision,  will  not  permit  even  a  partial  equaliza- 
tion. When  no  attempt  is  made  to  harmonize  the  eyes, 
the  spectacles  ordered  should  suit  the  lens  ametropic  eye. 
Often,  when  one  eye  is  E.  aud  the  other  M.,  each  is  used 
Beparately  for  different  purposes,  aud  both  remain  perfect; 
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but  if  oae  be  As.  or  very  H. ,  it  is  generally  defective  from 
want  of  use. 

Contrary  to  what  might  he  expected,  aaisometropia  is  sel- 
dom, if  ever,  corrected  by  unequal  action  of  the  two  ciliary 
muscles. 

pREaBYOriA  (Pr.)- 

Presbyopia,  old  sight,  often  called  "  long-sight,"  is  the 
result  of  gradual  recession  of  p,  which  takes  place  as  life 
advances,  and  which  causes  curtailment  of  the  range  or 
amplitude  of  Ace,  (p.  49).  From  the  age  of  ten  (or  ear- 
lier) onward,  pis  constantly  receding  from  the  eye.  When 
it  has  reached  9"  (22  cm.) — i.  e.,  when  clear  vision  is  no 
longer  possible  at  a  shorter  distance  than  22  cm.,  Pr.  is 
said  to  have  begun.  The  standard  is  arbitrary,  22  cm. 
having  been  iised  by  general  agreement  as  the  point  be- 
yond which  p  cannot  be  removed  without  some  inconveni- 
ence, the  point  where  age  begins  to  tell  on  the  practical 
efficiency  of  the  eyes  unless  glasses  are  worn.  lo  the  nor- 
mal eye  this  point  is  reached  soon  after  forty,  and  the  rate 
of  diminution  is  so  uniform  that  the  glasses  required  to 
bring  p  to  22  cm.  may  often,  if  necessary,  be  determined 
merely  from  the  patient's  age.  But  as  there  are  exceptions 
to  this  rule,  even  for  normal  eyes,  and  as  allowance  has  to 
be  made  for  any  error  of  refraction  (H.  or  M.),  it  is  unsafe 
in  practice  to  rely  upon  age  except  as  a  general  guide. 

The  slow  failure  of  Ace,  causing  Pr.,  depends  upon  senile 
changes  in  the  lens,  which  render  it  firmer  and  less  elastic, 
and  therefore  less  responsive  to  the  action  of  the  ciliary 
muscle.  There  can  be  little  doubt,  however,  tbat  failure 
of  the  ciliary  muscle  iteelf,  or  of  its  motor  nerves,  also 
forms  an  important  factor  in  those  cases  where  Pr.  comes 
on  earlier  or  more  quickly  than  usual ;  but  it  is  a  curious 
fact  that  in  these  casea  of  premature  Pr.  the  mobility  of 
the  iris  is  not  affected.. 
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As  Pr,  depends  on  a  natural  recession  of  the  near  point, 
it  occurs  in  aU  eyes,  whether  their  refraction  be  E.,  M.,  or 
H.  In  M.,  however,  Pr.  seta  in  later  than  in  a  normal 
eye,  because  for  the  same  range  of  Ace.  the  region  is  always 
nearer  than  iu  the  normal  eye.  In  H.,  on  the  contrary, 
Pr.  is  reached  sooner  than  is  normal,  because  for  the  same 
range  of  Ace.  the  region  is  always  further  than  in  the  nor- 
mal eye.  Thus  in  an  E.  eye  a  jmwer  of  Ace.  =  i.H  D. 
gives  a  range  from  r  =  infinity  to  p  ^  22  cm.  (the  focal 
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Tbe  DUmbera  along  tbe  lop  show  tbe  range  oCAec.  in  dloplres  from  Inanity 
(»  ),  or  beyond  ft  la  H.,  to  15  R.  The  oumbet!  beyond  «  represent  dioptres 
of  Ace  necesmty  la  correct  U,  Observe  tbat  Ibe  range  ot  Arc,  la  always  the 
■ame  at  tbe  game  age,  Ibougb  Ita  region  caries  vith  tbe  refraclion  of  tbe  eye. 

length  of  4,5  D.,  seep.  50)— i.e.,  Pr.  is  just  about  to  begin; 
at  iBt.  50,  Ace.  ^  2.5  D.,  and  p  =  40  cm.  (the  focal  length 
of  2.5  D).     In  a  case  of  M.  3  D.,  set.  50,  the  range  being 
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:^  2.5  D,,  the  region  of  Ace.  lies  between  33  cm.  {the  r  for 
this  eye)  and  18  cm.  (i^focal  length  of  3  +  2.5,  or  5.5 
D.);  Pr.  has  not  yet  began.  In  a  case  of  H  3D.  with 
4.5  D.  of  Ace.  3  D.  of  it  are  used  in  correcting  the  H. — 
1.  e.,  in  bringing  r  to  infinity,  and  only  1.5  D.  remains ;  p 
is  therefore  at  66  cm.  ^  focal  length  of  4.5  —  3,  or  1.5 
D.),  and  a  -)-  lens  of  3  D.  is  needed  to  bring  p  to  22  cm. ; 
there  is  Pr.  ^  3  D.  The  only  cases  in  which  Pr  cannot 
occur  are  in  M.  of  more  than  4.5  D.  Thus  if  M.  =  7  D., 
r  is  at  14  cm.,  and  though,  with  advancing  years,  p  will 
recede  to  14  cm.,  it  cannot  go  further,  cannot  reach  22  cm. ; 
the  patient,  who  never  could  see  at  a  greater  distance  than 
14  cm.,  has  simply  lost  the  power  to  see  at  a  shorter  dis- 
tance.    Fig.  117  shows  these  facts  in  a  graphic  manner. 

Trbatment.  Convex  spectacles  are  found,  by  the  aid 
of  the  Table  at  p.  359,  with  which  the  patient  can  read  at 
22  cm.. 

In  practice  it  is  always  advisable  to  examine  for  H.  or 
M.,  by  talcing  the  distant  vision,  and  trying  the  patient 
for  m.  H.  and  M.  If  m.  IT.  be  found,  arm  the  patient 
with  the  glass  which  neutralizes  it  and  makes  him  E.,  and 
then  add  the  convex  glass  that  should,  by  the  Table,  be 
required  to  bring  p  to  22  cm.  If  M.  be  found,  subtract 
its  amount  from  the  corresponding  convex  glaas. 

In  prescribing  for  Pr.  we  must  often  order  rather  leas 
than  the  full  correction.  For  instance,  if  Ace.  bo  almost 
entirely  lost,  p  is  practically  removed  to  r,  and  the  glass 
which  will  bring  p  to  22  cm.  will  also  bring  r  to  the  same, 
or  nearly  the  same  point,  and  the  patient  will  be  able  to 
see  clearly  only  just  there.  Now,  22  cm.  is  too  near  for 
sustained  vision,  and  such  patients  often  prefer  a  glass 
which  gives  them  a  near  point  of  from  30  to  40  cm.  (12" 

IG"),  though  in  choosing  it  they  sacrifice  the  power  of 
easily  reading  very  small  print.  The  difficulty  experi- 
enced by  these  patients  in  reading  with  glasses  which  give 
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jD  =  22  cm.  depends  on  the  unaccustomed  strain  thereby 
thrown  on  the  internal  recti ;  and  it  may  be  removed  or 
lessened  by  adding  to  the  convex  glasses,  prisms,  with  their 
bases  toward  the  nose,  Fig.  16 ;  or  by  decentring  the  or- 
dinary convex  lenses  inward,  Fig.  17. 

Pbesbyopia  Table  fob  Emmetbopio  Etes. 


40 
45 
50 
55 
60 
65 
70 
76 
80 


Age. 


Distance  of  p. 


Cm. 


22 
28 
43 
67 
200 


Inches. 


9 
11 
17 
27 
72 


Infinity. 
Acquired  H  =:  1     D. 
H  =  1.6D. 
H  =  2.6D. 


u 
u 


Pr.  ezpreased  by  the  lens 

necessary  to  bring  p  to 
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STSABiaXUS    ASD  OCCLAB  PARALTHIH. 

BrRABtHHDH  existe  whenever  the  two  eje^  are  not,  as 
tbev  oaght  to  be,  directed  toward  the  same  object-  The 
ere  is  "directed  toward"  an  object  when  the  image  is 
formed  on  the  moet  sensitive  part  of  the  retina,  tbe  vellow 
epot ;  the  straight  line  joining  the  centre  of  this  image  with 
the  centre  of  the  object  is  tbe  "  risual  axis,"  See  footnote 
to  p.  o^.  The  action  of  tbe  ocuLir  mn?cles  is  normallj  sach 
as  to  keep  both  vifual  lines  always  directed  to  the  object 
under  regard,  binocular  but  single  ndon  being  the  lesulL 
Although  each  eye  receives  its  own  image,  only  one  object 
is  percdved  by  the  seDsorium,  because  the  images  are  fonned 
on  parts  of  the  retinse  which  "  correspond  "  or  are  '"  iden- 
tical" in  function — i.  e.,  which  are  st>  placed  that  they 
always  receive  identical  and  simultaneous  stimuli. 

But  if,  owing  to  faulty  action  of  one  or  more  of  tbe 
muscles,  one  eye  deviate,  and  the  visual  lines  cease  to  be 
directed  toward  tbe  same  object,  the  image  will  no  longer 
be  formed  on  the  y.  s.  in  both  eyes.  In  one  of  them  it 
must  fall  on  some  other  and  non-identical  part  of  the 
retina,  and  the  result  is  that  two  images  of  the  same  object 
are  seen  (Diplopia,  p.  60).  In  Pig.  118  y  is  the  y.  s.  in  each 
eye,  and  the  visual  line  of  the  R.  eye  (the  thick,  dotted 
line)  deviates  inward  ;  hence  the  image  of  the  object  (a6.) 
which  is  formed  at  y  in  the  L.  eye.  will  in  the  E.  eye  fall 
on  a  nou-identical  part  to  the  inner  side  of  y.  ob.  will  be 
seen  in  its  true  position  by  the  L.  eye  To  the  R.  eye, 
however,  it  will  appear  to  be  at  i^.  ob.,  because  the  part 
(  360) 
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of  the  R.  retina  which  now  receives  the  image  of  ob.  was 
accustomed,  when  the  eye  was  normally  directed,  to  receive 
images  from  objects  in  the  position  of  F.  oh. ;  and  in  con- 
sequence  of  this  early  habit  F.  ob.  is  the  position  to  which 
every  image  formed  on  this  part  of  the  retina  ia  refered. 


Hence,  if  the  eye  deviate  toward  its  fellow  (convergent 
squint — as  in  Fig.  118),  the  false  image  will  seem  to  the 
squinting  eye  to  be  in  the  opposite  direction ;  the  image 
(f.  06.)  for  the  R.  eye  being  referred  to  the  patient's  R., 
and  that  for  the  L.  eye  (06.)  to  his  L.,  in  convergent  or 
crossed  strabismus  the  double  images  correspond  in  position 
to  the  eyes,  or  are  homonymous.     Similar  reasoning  will 
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show  that  if  the  eye  deviate  away  from  ite  fellow,  Fig,  119, 
divergent  quint,  the  position  of  the  double  images  must  be 
reveiaed,  and  the  image  belonging  to  the  R.  eye  appear  to 
be  to  the  left  of  the  other ;  hence,  in  divergent  sqnint  the 
double  images  are  crossed- 
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Since  the  image  of  nb.  in  the  squinting  (R)  eye  is  formed 
on  a  portion  of  the  retina,  more  or  less  distant  from  the 
most  perfect  part  (the  y.  s.),  it  will  not  appear  so  clear  or 
so  bright  as  the  image  formed  at  the  y.  a.  of  the  sound  (or 
"working")  eye;  it  is  called  the  "false"  image,  that 
formed  in  the  working  eye  being  the  "  true"  one.  Thft 
greater  the  deviation  of  the  visual  line  (i.  e.,  the  greater 
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the  squint)  the  wider  apart  will  be  the  two  images  appear 
and  the  less  distlDct  will  the  "  false"  image  be. 

The  y,  a.  (y)  of  the  squinting  (R,)  eye  will  receive  an  Im- 
age of  some  different  object  lying  in  its  visual  line  (shown 
by  the  thick  dotted  line) ;  this  image,  if  sufficiently  marked 
to  attract  attention,  will  be  seen,  and  will  appear  to  lie  upon 
the  image  of  ob.  seen  by  the  "working"  (L.)  eye;  two 
equally  clear  objects  will  be  seen  superimpitsed.  But,  as 
a  rule,  only  one  of  these  images  is  attended  to,  the  percep- 
tion of  the  other  being  habitually  suppressed,  even  sooner 
than  that  of  the  "  false  image"  (p.  26a);  the  suppressed 
image  always  belongs  to  the  squinting  eye. 

Squinting  is  not  always  accompanied  by  double  vision 
because  r  (1)  if  the  deviation  be  extreme,  the  false  image 
is  formed  on  a  very  peripheral  part  of  the  retina,  and  is  so 
dim  as  not  to  be  noticed;  conversely,  the  lew  the  squint 
the  more  troublesome  is  the  diplopia,  when  present ;  (2)  as 
already  mentioned  (p.  2fi(i),  after  a  time  the  "  false  image  " 
is  suppressed;  or  the  eye  may  have  been  very  defective 
before  the  squint  came  on. 

For  the  method  of  examining  for  strabismus  and  diplopia 
see  pp.  57  to  60. 

Strabismus  may  arise  from  any  one  of  the  following  mus- 
cular conditions:  (1)  over-action  ;  (2)  weakness  following 
over-use ;  (3)  disuse  of  an  eye  whose  sight  is  imperfect ; 

(4)  stretching  and  weakening  of  a  tendon  after  tenotomy ; 

(5)  from  paralysis  of  one  or  more  of  the  musclee. 
Fuchs'  has  shown  that  considerable  variutiona  occur  in  the 

attachments  of  the  recti  and  ohiiqui  to  the  sclerotic.  Such 
variations  in  the  attachment  and  power  of  the  muscles  probably 
operate  as  predisposing  causes  of  the  squint  in  groups  1, 2,  and  3. 
1.  Over-action  of  the  internal  recti  gives  rise  to  the  con- 
vergent squint  of  hypermetropia.    The  association  of  con- 

I    [<"iichs^   (iraefe'9  Arab,,  xu.,  abstraclcd  ill  Opbtb.  Review,  vol.  iv. 
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vergent  sqiimt  with  hypermetropia  woa  first  observed  by 
.Donders  and  explained  by  him  in  the  foilowiiig  way  :  The 
relationship  between  accommodation  and  convei^nce  ib 
a  remarkably  close  one  ;  most  people  are  uoable  to  accom- 
modate withont,  at  the  same  time,  converging  their  visual 
axes.  Moreover  a  given  degree  of  accommodation  carries 
with  it  a  constant  degree  of  convergence.  Hypermetropea 
are  obliged  to  use  their  Ace.  to  see  even  distant  things 
clearly ;  they  are  generally  unable  to  dissociate  this  Aco. 
from  its  usual  amount  of  convergence.  So  that  in  fixing 
an  object  at  50  cm.  distance,  requiring  Ace.  of  2  D.,  a 
hypermetrope  of  2  D.  usea  4  D.  of  Ace.  in  order  to  see  it 
clearly.  But  4  D.  of  Ace.  in  the  normal  eye  goes  with 
convergence  for  a  point  at  25  cm,  distance.  Such  a  per- 
son, therefore,  has  to  do  two  things  at  once,  to  look  at  an 
object  distant  50  cm.,  and  to  make  liia  visual  axes  meet  at 
25  cm.  The  former  he  does  by  directing  an  eye — e.  g.,  the 
R.^ — to  the  object  50  cm.  off ;  the  latter  by  converging  the 
visual  axis  of  the  L,  so  that  it  meets  that  of  the  R  at  25. 
cm.  In  this  case  the  L.  eye  will  squint  inward,  but  both 
internal  recti  will  act  equally  in  bringing  about  the  con- 
vergence, and  both  eyes  will  use  as  much  accommodation 
as  a  pair  of  normal  eyes  would  do  at  25  cm.  In  most  cases 
the  squint  always  affects  the  same  eye,  and  this  is  gener- 
ally accounted  for  by  some  original  defect  of  the  eye  itself, 
BUch  as  a  higher  degree  of  H.  or  As.,  or  a  corneal  opacity ; 
but  people  wfio  see  equally  well  with  each  eye  often  squint 
with  either  indifferently  {alternating  «quirU).  This  ex- 
planation, though  it  accounts  for  a  large  number  of  the 
cases  of  concomitant  convergent  squint,  is  not  a  complete 
one — squint  is  not  present  in  every  case  of  H. ;  it  is  not 
always  most  marked  in  the  highest  degree  of  squint;  and 
some  cases  of  convergent  squint  occur  in  E.  and  M. 
Schweigger  believes  that  a  want  of  muscular  balance  ia 
the  main    cause  of  strabismus,  and  that   in    convergent 
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squint  the  internal  recti  preponderate  over  the  external ; 
in  H.  there  h  a  congenital  tendency  toward  preponderance 
of  the  internal  recti,  and  in  myopia  of  the  external.  Han- 
sen Gnit  thinks  that  the  preponderance  ia  dependent  on 
the  innervation  of  the  muscles.  In  cases  of  long  standing 
the  range  of  movement  of  the  squinting  eye  is  often  defi- 

This  "concomitant"  cnnvei^nt  strabismus  generally 
comes  on  early  in  childhood,  as  soon  as  the  child  begins 
Id  look  attentively  and  use  Ace.  vigorously  in  regarding 
near  objects.  In  examining  cases  we  shall  be  struck  by 
finding  that  (a)  in  some  the  squint  is  noticed  only  when  Ace. 
ia  in  full  use — that  it  appears  and  disappears  under  observa- 
tion, according  as  the  child  fixes  its  gaze  on  a  near  object 
or  looks  into  space,  periadie  squint. 

Periodic  squint  often  occurs,  chiefly  when  the  child  is  nervous 
or  tired ;  several  patients  huve  assured  me  that  their  occasional 
convergent  squint  scarcely  ever  came  on  except  when  eating. 

(6)  In  others  the  squint  is  constant,  but  is  more  marked 
during  strong  Ace.;  (f-)  it  is  constant,  invariable,  and  of 
high  degree ;  {d)  in  most  cases  patients  who  see  etiually 
well  with  each  eye  often  sipiint  with  either  indifferently, 
tUtcTTKilmg  squint.  The  sigu  int  causes  diplopia,  and  to 
avoid  this  inconvenience  patients  for  the  most  part  soon 
learn  to  ignore  (or  "  suppress  "  )  the  image  formed  in  the 
squinting  eye,  the  result  usually  being  that  this  eye  be- 
comes very  defective.  This  power  of  suppressing  the  false 
image  is  learned  most  easily  in  very  early  life.  In  alter- 
nating squint  no  permanent  suppression  occurs,  and  con- 
sequently both  eyes  remain  good. 

The  squint  sometimes  disappears  spontaneously  as  the 
child  grows  up ;  thL^  might  be  explained  by  an  increased 
power  of  dissociating  Ace.  from  convergence,  or  by  a 
diminution  of  H.  from  elongation  of  the  eye,  or  by  a  gen- 
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eral  tendency  in  all  pereone,  and  of  this  there  is  other 
evidence,  to  weakening  of  the  internal  recti  with  ad- 
vancing age. 

Tkeatment  of  Convergent  Hypermetropic  Squint. 
(a)  If  the  squint  be  periodic,  it  can  be  cured  by  the  con- 
stant uae  of  spectacles  which  neariy  correct  total  H. 

(6)  The  same  ia  true  in  some  cases  where  the  squint, 
though  constant,  is  alternating  or  varies  in  degree,  being 
greater  during  Ace.  for  near  than  for  distant  objects. 

(e)  If  the  squint  be  constant  in  amount  and  of  some 
years'  standing,  operation  is  usually  necessary.  As  the 
squinting  eye  is  then  usually  very  defective  (p.  265),  the 
removal  of  the  deformity  is  the  chief  object  of  the  opera- 
tion, binocular  vision  being  comparatively  seldom  restored. 
Hence,  in  view  of  the  tendency  to  spontaneous  cure  already 
mentioned,  I  think  it  better,  as  a  rule,  not  to  operate  on 
children  below  the  age  of  six,  especially  as  in  younger  chil- 
dren we  cannot  always  tell  whether  or  not  the  squint  be 
stiU  periodic.  The  most  rational  treatment  for  children 
under  four,  when  glasses  may  often  be  i>egan,  is  to  cover 
the  eyes  alternately  with  a  blind,  for  some  hours  daily,  to 
ensure  each  eye  being  alternately  used  ;  but  this  plan  can 
seldom  be  carried  out. 

When  operation  is  decided  upon,  it  is  a  safe  nile  to  divide 
only  one  internal  rectus  at  a  sitting.  At  the  end  of  a  few 
weeks,  if  the  squint  still  be  considerable,  the  operation  is 
performed  on  the  other  eye.' 

Muscular  asthenopia  or  actual  divergence  is  very  likely 
to  come  on  some  years  later  if  both  tendons  are  needlessly 
divided.  It  is  safer  to  leave  slight  convergence  than  to 
run  this  risk.     See  also  Divergent  Strabismus. 

2.  Divergent  squint  from  weakness  of  the  internal  recti. 
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msu^CTCTwy  o/  mnvergenee,  depeDds  upon  relaxation  or  ab- 
solute weakening  of  the  internal  recti.  It  is  most  common 
in  M.,  but  is  not  infrequent  in  H.,  and  even  in  E.  This 
form  of  squint  aets  in  gradually,  with  difficulty  in  using 
the  eyes  for  long  together  for  reading,  etc.,  the  internal 
recti  not  being  able  to  keep  up  convergence,  muscular 
asthenopia ;  in  this  stage  it  may  often  be  detected  by 
covering  one  eye  while  the  patient  looks  attentively  at 
some  near  object,  for  the  covered  eye  will  diverge  when 
thus  excluded,  lat&U  divergent  squint,  though  in  the  interest 
of  binocular  vision  convergence  may  be  maintained  for  a 
short  time  when  both  eyes  are  open.  The  position  of  the 
eyes  may  be  more  exactly  ascertained  by  the  use  of  Mad- 
dox's  rod.  The  image  of  a  candlc'flame  seen  through  this 
rod  appeara  as  a  long  band  of  light,  and  does  not  excite 
desire  for  binocular  fusion  of  images,  so  that  the  eyes  take 
up  positions  in  regard  to  each  other  which  are  natural  to 
them.  If  the  rod  be  held  horizontally  before  one  eye  and 
a  distant  candle  be  observed,  a  vertical  band  of  light  will 
be  seen  ;  the  position  of  this  band  with  regard  to  the  Hame 
seen  with  the  other  eye  will  indicate  the  relative  position 
of  the  eyes.  Latent  divergent  strabismus  ia  sometimes  a 
temporary  condition  due  to  over-use  of  the  eyea,  or  want 
of  general  vigor,  in  young  adults.  Anything  which  lessens 
the  importance  of  binocular  vision  predisposes  to  divergent 
squint— e.  g.,  defective  sight  of  one  eye  from  anisometropia. 
Latent  divergence  is  extremely  apt  to  pass  gradually  into 
manifest  permanent  divet^nt  squint.  In  this  form  of 
strabismna  the  eye  can  be  moved  into  the  inner  canthus, 
even  in  extreme  cases,  by  naakiug  the  patieut  look  side- 
ways, though  not  by  efforts  at  convergence,  and  it  is  thus 
but  rarely  that  the  cases  simulate  paralysis.  Tenotomy 
of  the  external  rectus,  and  even  "  advancement"  of  the 
weakened  muscle,  are  often  needed.  In  slight  cases  the 
symptoms  are  sometimes  quite  cured  by  wearing  prisms 
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with  their  bases  toward  the  nose ;  but,  as  far  as  I  know, 
one  can  seldom  predict  success  with  any  certainty  from 
their  use.  One  of  the  moat  troublesome  features  in  mus- 
cular asthenopia  is  its  great  variability  with  the  patient's 
state  of  health  ;  the  symptoms  sometimes  disappear  entirely 
in  a  bracing  climate,  returning  as  soon  as  the  patient  comes 
back  to  his  less  invigorating  home  air, 

3.  Strabismus  from  disuse  is  also  nearly  always  diverg- 
ent, depending  as  it  does  on  relaxation  of  the  internal 
rectus.  It  occurs  in  cases  where  convergence  is  no  longer 
of  service,  as  when  one  eye  is  blind  from  opacity  of  the 
cornea,  or  other  cause,  or  where  the  refraction  of  the  two 
eyes  is  very  different  (p.  355).  Tenotomy  of  the  external, 
with  or  without  advancement  of  the  internal  rectus,  may 
be  performed. 

4.  Stretching  and  weakening  of  the  internal  rectus  after 
division  of  its  tendon  for  convergent  squint  may  give  rise 
to  divergence,  simulatiog  that  caused  by  paralysis  of  the 
internal  rectus.  The  caruncle  in  these  cases,  however,  is 
generally  much  retracted,  and  this,  together  with  the  his- 
tory of  a  former  o|)eratioa,  will  prevent  any  mistake  in 
diagnosis.  Such  a  squint  can  always  bo  lessened,  and 
often  ijuit«  removed,  by  an  operation  for  readjustment  or 
advancement  of  the  defective  muscle. 

[5.  Heterophoria  is  a  term  proposed  by  Dr.  G.  T.  Stevens 
to  designate  latent  squint,  or  the  tendency  to  squint,  which 
is  habitually  overcome  in  order  to  secure  binocular  vision. 
It  means  a  tendency  of  the  visual  axes  to  turn  in  dif- 
ferent directions.  Opposed  to  it  is  the  normal  condition 
of  orthophoria,  in  which  the  visual  axes  of  both  eyes  tend  to 
turn  toward  the  same  point.  Heterophoria  is  divided  into 
the  following  varieties :  Exophoria,  latent  divergent  S(]uiDt, 
the  tendency  of  the  eyes  to  turn  as  described  on  the  pre- 
ceding page,  or  occurring  without  any  special  connection 
with  efforts  of  convergence.     Esophoria,  latent  convergent 
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aquint,  the  tendency  of  the  eyes  to  tura  in,  sometimes  asso- 
ciated with  excessive  effort  of  accommodation,  as  in  H., 
sometimes  not  so  related.  Hyperphoria  is  the  tendency 
of  one  visual  axis  to  turn  above  the  other,  latent  vertical 
squint.  It  is  often  associated  with  exophoria  or  esophoria. 
Heterophoria  is  revealed  by  preventing  full  binocular 
vision  and  so  removing  the  inducement  to  keep  the  st^uint 
latent.  Sometimes  the  placing  of  a  red  glass,  or  better 
a  dark  blue  glass,  before  one  eye  is  sufficient  to  accomplish 
this,  causing  diplopia  to  appear;  or  the  images  may  be 
separated  by  a  prism.  Thus  a  prism  with  its  ba^  up  be- 
fore one  eye,  strong  enough  (5  degrees  or  more)  to  prevent 
fusion  of  the  images,  will  cause  vertical  diplopia.  With 
orthophoria  the  two  images  would  remain  in  the  same  ver- 
tical line.  Their  separation  laterally  will  indicate  the 
amount  of  exophoria  or  esophoria,  crossed  diplopia  indi- 
cating the  former,  homonymous  diplopia  the  latter  (modi- 
fied Graefe  test).  But  the  best  test  is  probably  the  Maddox 
rod.  The  streak  seen  by  one  eye  passing  through  the  image 
of  the  light  seeo  by  the  other  eye  indicates  orthojihoria. 
The  streak  passing  above  or  below  the  light  indicates 
hyperphoria ;  right  hyperphoria  or  left  hyperphoria, 
accorling  as  the  image  belonging  to  the  right  or  the  left 
the  eye  appears  the  lower.  The  streak  passing  to  right  or 
left  of  the  light,  when  the  rod  is  held  horizontal — the 
streak  vertical — indicates  the  exophoria  or  esophoria. 
The  degree  of  heterophoria  is  measured  by  the  prism 
required  to  bring  the  images  into  the  normal  relations  of 
orthophoria.  Heterophoria  is  principally  of  importance 
OS  indicating  the  aeed  of  glasses,  in  hyperopia  or  myopia, 
and  as  a  possible  cause  of  eye-strain  requiring  relief  by  use 
or,  as  some  surgeons  believe,  by  operations  on 
the  extrinsic  ocular  muscles.j 

i.  Paralytic  sanint.     The  deviation  is  caused   by  the 
unopposed  action  of  the  sound  muscles.    When  the  palsied 
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muscle  triea  to  act,  the  eye  fails,  in  proportion  to  the  weak- 
ness, to  move  in  the  required  direction.  In  many  cases 
there  is  only  slight  paresis,  and  the  resulting  deviation  is 
too  little  to  be  objectively  noticeable;  but  in  such  cases 
the  diplopia,  as  mentioned  already,  is  very  troublesome, 
and  it  is  for  this  symptom  that  the  patient  comes  under 
care.  Further,  in  these  slight  cases  the  symptoms  often 
vary  with  the  effort  made  by  the  patient.  In  paralysis  of 
the  third  nerve  the  several  branches  are  often  affected  in 
different  degrees,  and  the  strabismus  and  diplopia  are  then 
complex.  When  paralysis  of  any  ocular  inuscie  is  of  long 
standing,  secondary  contraction  of  the  opponent  seems 
sometimes  to  occur,  and  complicates  the  symptoms.  Fur- 
ther difficulty  in  diagnosis  is  occasionally  caused  by  the 
sound  yoke-fellow'  of  the  paralyzed  muscle  acting  too 
much,  in  obedience  to  efforts  made  by  the  latter;  when 
this  happens  the  squint  will  sometimes,  even  when  both 
eyes  are  uncovered,  affect  the  sound  instead  of  the  par- 
alyzed eye — i.  e.,  it  will  alternate.  Compare  Secondary 
Squint,  p.  57. 

The  most  common  forms  of  paralytic  squint  are  due  to 
affectiou,  separately,  of  the  external  rectus  (sixth  nerve), 
superior  oblique  (fourth  nerve),  or  of  one  or  all  of  the 
muscles  supplied  by  the  third  nerve,  internal  superior  and 
inferior  recti,  inferior  oblique,  levator  palpebne.' 

ParalTsis  of  the  external  rectus  (dxth  nerve)  causes  a  con- 
vergent squint,  from  preponderance  of  the  internal  rectus, 
which,  except  in  the  slightest  cases,  is  usually  very  notice  - 
able.  Movement  straight  outward  is  impaired,  and  if  the 
paralysis  be  complete,  the  eye  cannot  be  moved  outward 

'  Volted  or  oonjugalo  mnsoles  are  llio  moscloa  of  opposite  eyes  which  Kct 
together  In  producing  iHlanil  anil  verUcal  inovementB— e.  g..  the  lotentsil 
rectus  of  one  eye  acts  with  tbe  eiWrnil  rectus  of  the  other  in  mnvement  or 
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beyond  the  middle  line  of  the  palpebral  fissure.  There  is 
homonymous  diplopia ;  the  two  images,  when  in  the  hori- 
zontal plane,  are  upright  and  on  the  same  level ;  the  dia- 
tance  between  them  increases  as  the  object  is  moved  toward 
the  paralyzed  side,  but  it  diminishea,  or  the  images  even 
coalesce,  in  the  opposite  direction.  Thus  in  paralysis  of 
the  left  external  rectus,  Fig.  123,  uppermost  figure,  the 
images  separate  more  as  the  object  is  moved  to  the  patient's 
left,  but  approach  one  another,  and  finally  coalesce,  as  it 
is  moved  over  to  his  right.  In  slight  cases  the  diplopia 
ceases  when  the  patient  looks  at  an  object  a  few  inches  off, 
but  reappears  when  he  gazes  straight  forward  at  a  distant 
object.  In  the  upper  part  of  the  field  the  false  image  is 
sometimes  lower,  and  in  the  lower  part  of  the  field  higher 
than  the  true  one.  I  have  many  times  noticed  that  the 
pupil  is  larger  in  the  affected  eye  than  in  the  other,  a  con- 
dition which  we  should  not  expect. 

In  paralysis  of  the  superior  obliiine  {fourth  nerve)  there 
is  either  no  visible  squint,  or  only  a  slight  deviation  upward 
and  inward.  But  when  the  eyes  are  directed  below  the 
horizontal,  very  troublesome  diplopia  arises  from  the  de- 
fective downward  and  outward  movement,  and  loss  of  rota- 
tion of  the  vertical  meridian  inward,  to  which  the  lesion 
gives  rise.  In  downward  movements,  especially  downward 
and  toward  the  paralyzed  side,  the  eye  reraaius  a  little 
higher  than  its  fellow;  in  trying  to  look  straight  down, 
inferior  rectus  and  superior  oblique,  the  unopposed  action 
of  the  inferior  rectus  carries  the  cornea  somewhat  inward, 
convergent  squint,  and  at  the  same  time  rotates  the  ver- 
tical axis  outward,  while  the  cornea  remains  on  a  rather 
higher  level  than  its  fellow ;  in  following  an  object  from 
the  horizontal  middle  line  down-outward,  it  will  be  seen 
that  the  vertical  meridian  of  the  cornea  does  not,  as  it 
should,  become  inclined  inward. 

In  many  cases,  however,  the  slight  defects  of  movement 
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caused  by  paralpis  of  the  superior  oblique  are  not  cleivrly 
marked,  and  the  diagnosis  has  to  be  based  on  the  charac- 
ters of  the  diplopia.  In  all  positions  below  the  horizontal 
line  the  false  image  is  below  the  true  one,  and  displaced 
toward  the  paralyzed  side  (homonymous) ;  thus,  if  the  R. 
muscle  be  at  fault,  the  false  image  will  be  below  and  to 
the  patient's  R.,  Fig.  120,  arrow-head  figure ;  further,  it  is 
not  upright,  but  leaus  toward  the  true  image.  The  differ- 
ence in  height  between  the  images  is  greatest  in  movements 
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toward  the  sound  side;  the  lateral  separation  ia  greater 
the  further  the  object  is  moved  downward  ;  the  leaning  of 
the  false  image  is  greatest  in  movements  toward  the  par- 
alyzed side.  When  the  patient  looks  on  the  floor — i.  e., 
projects  the  images  on  lo  a,  horizontal  surface,  the  false 
image  seems  nearer  to  him  than  the  true  one.  The  images 
are  always  near  enough  together  to  cause  inconvenience, 
and  as  the  diplopia  is  confined  to,  or  is  worst  in,  the  lower 
half  of  the  field,  the  half  most  used  in  daily  life,  paralysis 
of    the  superior  oblique  is  very  aunoying,  especially  in 
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going  up  or  down  stairs,  in  lookiug  at  the  floor,  countiog 
money,  eating,  etc, 

ParalfBia  of  the  third  nerve,  when  complete,  causes 
ptosis,  loss  of  inward,  upward,  and  downward  movements, 
loss  of  accoaimodatioQ,  and  partial  mydriasis,  well-marked 
divergent  strabismus  from  unopposed  action  of  the  external 
rectus,  and  crossed  diplopia.  The  downward  and  outwarrl 
movement,  with  rotation  of  the  vertical  meridian  inward 
effected  by  the  superior  obli:]Ue,  remains.  The  mydriasis 
is  much  leas  than  that  produced  by  atropine.  In  many 
cases  the  paralysis  is  incomplete,  affecting  some  branches 
(and  muscles)  more  than  others,  and  the  symptoms  are 
then  less  typical.  laolated  paralysis  of  a  single  third-uurve 
muscle  is  rare. 

Peculiarities  of  paralTtic  strabismns.  1.  If  a  patient 
suffering — e.  </.,  from  pareaia  of  one  external  rectus — looii 
at  an  object  distant  about  two  feet,  and  the  sound  eye  be 
then  covered  by  holding  a  card  or  a  piece  of  ground-glass 
before  it,  the  paralyzed  eye  will  make  an  attempt,  more  or 
less  successful  according  to  the  degree  of  palsy,  to  look  at 
the  object.  The  movement  affected  will  call  for  a  greater 
effort  than  if  the  sixth  nerve  were  healthy,  and  as  the  eye 
muscles  always  work  in  pairs,  the  same  effort  will  be  trans- 
mitted to  the  internal  rectus  of  the  healthy  eye.  The  latter 
will,  in  consequence,  describe  a  larger  movement  than  the 
paralyzed  eye— t.  e.,  the  secondary  squint  will  be  greater 
than  the  primary  (p.  58).  This  test  is  sometimes  of  use  in 
distinguishing  which  is  the  faulty  eye  in  cases  where  the 
squint  is  slight  and  the  patient  unable  to  distinguish  be- 
tween the  false  and  true  images  (p.  61)  2.  Giddiness  is 
often  present  when  the  patient  walks  with  the  sound  eye 
closed.  This  symptom  depends  on  an  erroneous  judgment  of 
the  position  of  surrounding  objects,  which  is  caused  by  the 
weakened  muscle  not  being  able  to  achieve  a  movement 
of  the  eye  corresponding  in  magnitude  to  the  effort  made. 
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It  is  absent  wheu  both  eyes  are  open,  and  when  the  par- 
alyzed eye  is  covered.  It  often  helps  ua  more  than  does 
the  former  symptom  in  determining  which  is  the  faulty 
eye ;  but  it  varies  much  in  severity  in  different  cases,  and 
may  be  quite  absent.  Patients  with  ocular  palay  often 
keep  one  eye  closed,  nearly  always  the  paralyzed  one,  to 
avoid  diplopia. 

Paralysia  of  the  ocular  rausdes  is  seldom  symmetrical ; 
in  the  rare  cases  where  it  is  so  the  disease  is  usually  intra- 
cranial. In  uncomplicated  synametrical "  ophthalmoplegia 
externa  "  (paralysis  of  all  the  external  muBcles,  the  iris  and 
ciliary  muscles  escaping)  the  disease  is  usually  nucleai-, 
while  in  cases  of  symmetrical  disease  of  oculomotor  nerve- 
trunks  both  external  and  internal  muscles  are  paralyzed  ; 
but  even  in  nuclear  ophthalmoplegia  the  disease  may  spread 
forward  and  attack  the  centres  for  the  iris  and  ciliary 
muscle,  and  the  differential  diagnosis  may  then  be  exceed- 
iogly  difficult  to  make.  In  the  later  stages  of  nuclear 
ophthalmoplegia  other  cranial  nerves  (especially  the  optic 
and  fifth)  may  be  involved,  and  symptoms  of  spinal  or 
bulbar  disease  be  present. 

The  fibres  of  the  third  and  fourth  nerves  arise  from  a  colamn 
of  nerve  cells  beneath  the  floor  of  the  aqueduct  of  Sylvius.  It 
is  probable  that  the  centre  for  iiccommodation  lies  in  front,  with 
that  tor  the  aphiucter  of  the  pupil  next,  the  centres  tor  the 
other  muscles  following,  but  their  exact  order  is  not  yet  known. 
The  nuclei  ot  the  internal  and  external  recti  are  in  communica- 
tionby  the  posterior  longitudinal  fibres, so  that  their  combined 
action  in  lateral  movements  of  the  eyes  is  secured.  There  is  a 
centre  for  the  convergence  of  the  eyes  dose  to  the  middle  line. 


Affectiosh  or  the  Internal  Mnsci-Ea  c 
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Physiological  Outline.  The  nerves  of  the  iris  are — a,  the 
third  for  contraction  ot  the  pupil ;  b,  the  cervical  Eympathetic 
for  its  dilatation ;  and  e,  the  fifth  sapplying  sensory  fibres.    The 
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sympathetic  fibres  (fi)  come  from  the  cord  probably  through  the 
anterior  root  of  the  second  dorsal  nerve,  and  reach  the  eyfr — 

(1)  through  the  Gasseriao  ganglion  from  the  carotid  plexus ; 

(2)  through  the  lenticular  ganglion  from  the  cavernous  plexus ; 

(3)  it  is  stated  that  sympathetic  (dilator)  fibres  accompany  the 
fifth  nerve  directly  from  its  origin.  The  filaments  of  the  fifth 
(c)form  (1)  the  long  root  of  the  lenticular  ganglion  (which  gives 
off  tiie  short  ciliary  nerves) ;  (2)  the  long  ciliaries,  two  or  three 
in  number, independent  of  the  ganglion.  The  human  iris  con- 
tains a  circular  (sphincter)  unstriped  muscle  close  to  the  pupil, 
and  a  dilator  muscle  consisting  of  a  thin  layer  of  plain  mus- 
cular tissue  passing  from  the  sphincter  to  the  circumference  of 
the  iris. 

If  the  third  nerve  be  divided  or  paralyzed,  the  pupil  dilates 
moderately  (never  extremely)  and  becomes  motionless  to  light 
and  accommodation,  and  accommodation  is  lost.  Of  contrac- 
tion of  pupil  and  spasm  of  accommodation  from  irritation  of 
the  nerve,  we  have  little  clinical  knowledge ;  but  experimental 
stimulation  of  the  nerve  produces  those  eflects.  Section  or 
paralysis  of  the  cervical  sympathetic  causes  some  contraction 
of  pupil  and  destroys  its  power  of  dilating  when  shaded ;  stimu- 
lation of  it,  or  of  the  anterior  root  of  the  second  dorsal  {in 
monkeys,  Ferrier),  causes  well-marked  dilatation,  which,  how- 
ever, is  less  than  that  due  to  atropine;  irritation  of  the  skin, 
stimulating  the  dilator  nerve,  causes  slight,  momentary  dila- 
tation. 

All  the  drugs  which  act  upon  the  iris  act  on  the  ciliary  muscle 
too,  but  the  iris  is  affected  sooner,  tor  a  longer  time,  and  by 
weaker  solutions  than  the  ciliary  muscle. 

Atropine,  and  all  the  mydriatics  except  cocaine,  dilate  the 
pupil  and  paralyze  the  iiccommodation ;  the  effect  of  atropine 
on  the  pupil  in  old  people  is  often,  and  in  children  sometimes, 
very  small ;  the  mydriasis  of  atropine  is  greater  than  that  due 
to  paralysis  of  third  nerve,  but  is  somewhat  increased  if  the 
third  nerve  be  cut.  It  acts  in  old-standing  paralysis  of  iris 
(third  nerve)  and  of  cervical  sympathetic,  but  in  both  condi- 
tions the  mydriasis  is  apt  to  he  rather  less  than  full ;  the  my- 
driasis is  said  to  be  rather  increased  by  stimulating  the  long 
ciliary  nerves,  and  diminished  by  cutting  the  fifth,  owing  to 
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tbe  symputhetiu  fibres  contiiined  in  it.  Atropine  dilutee  the 
pupil  of  a  freaiily  excised  (rabbit's)  eye,  and  of  tlie  eye  of  an 
animal  bled  to  desth,  and  it  acta  a  little  if  put  on  to  the  human 
eye  very  Boon  after  death.  From  the  above  it  \s  inferred  that 
atropine  acts  directly  upon  the  muscular  fibres,  paralyzing 
them,  and  not  upon  the  norve  fibres.  Atropine  does  not  act 
upon  the  iris  of  birds  containing  striped  muscle. 

Eserinc  and  piloearpine  contract  the  pupil  and  cause  spasm 
of  accommodation  ;  they  hare  the  same  action  in  long-standing 
paralysis  of  iris  (third  nerve),  and  after  section  of  the  third 
nerve  and  of  the  sympathetic;  they  have  very  little  effect  if 
atropine  have  been  used,  but  they  immediately  overcome  the 
mydriasis  of  cocaine.  Eserine  and  pilocarpine,  therefore, 
probably  act  directly  on  the  muscular  fibres,  stimulating  them. 

Cocaine  dilates  the  pupil,  but  does  not  prevent  its  action  to 
light  and  accommodation,  and  has  but  little  action  on  the  ciliary 
muscle;  hence  it  does  not  act  by  paralyning  cither  the  third- 
nerve  fibres  or  the  muscular  fibres.  It  causes  further  dilatation 
of  a  pupil  diluted  by  atropine  or  by  section  of  third  nerve;  while 
it  does  not  dilate  the  pupil  if  the  cervical  sympathetic  have  been 
cut  or  paralyzed  for  some  little  time.  It  also  causes  retraction 
of  the  eyelids  and  contraction  of  the  superficial  bloodvessels  of 
the  eye.  Hence,  cocaine  probably  acta  by  stimulating  the  sym- 
pathetic nerve-fibres.  Consult  Michael  Ftater'a  Pky^logy  ; 
Ferrier,  Fanct'ionn  nf  Brain,  second  eilition,  and  iVoe.  of  Soy. 
5oc., 1883;  OowBTS,  DUeaees  0/ Nervoiu  Si/nlem,  yoi.  i.;  Jeseop, 
Proa,  qf  Roy.  Soe..,  1885-86;  Marehall,  Lomxi,  1885,  ii.  286; 
Author's  own  cases. 

The  following  forms  of  paralysis,  or  altered  innervation, 
of  iris  and  ciliary  muscle  agree  tolerably  with  the  above 
pliysiological  facts. 

A.  Fnpil  alone.  1.  Piiralysia  of  dilatation  :  pupil  in  good 
light,  equal  to  or  smaller  than  the  other  ;  but  when  shaded, 
dilates  little  if  at  all,  so  that  in  dull  light  it  Is  much  the 
smaller,  pora/jticmioifw;  accommodation  not  affected.  This 
uncommoQ  condition  is,  when  well  marked,  generally  one- 
«ded,  and  due  to  paralysis  of  cervical  sympathetic  by  pree- 
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e.  </.,  by  aneurism  or  tumor,  or  enlarged  glands  at 
the  root  of  the  neck,  or  injury  to  the  brachial  plexus ;  it 
should,  therefore,  always  lead  tt>  careful  examination,  A 
degree  of  miosis  and  non-dilatability  of  pupils  is  common 
in  old  age.  2.  The  opposite  state,  spagmodie  mydriagis,  is 
very  rare  as  a  permanent  symptom,  though  temporary, 
varying  dilatation  of  one  pupil  is  sometimes  seen  in  young 
or  neurotic  persons.  Persistent  spaamodie  mydriasis  is  said 
to  occur  in  the  early  (irritative)  stage  of  lesions,  which 
afterward  produce  paralytic  naiosia ;'  in  this  state  we  should 
expect  the  pupil,  though  dilated,  to  act  both  to  light  and 
to  accommodation,  as  after  cocaine.  3.  Of  paralytic  my- 
driasis, paralysis  of  third-nerve  fibres  of  the  sphincter 
muscle,  without  paralysis  of  accommo<lation  we  know  but 
little,'  except  in  a  slight  degree  as  a  residue  after  recovery 
from  the  double  condition  (paralysis  of  sphincter  iridis  and 
ciliary  muscle),  the  pupil  often  not  recovering  so  well  or 
BO  soon  as  the  accommodation.  Compare  the  action  of  the 
drugs  above  given.  4.  Paralysis  of  iris,  iridoplegia,  with- 
out defect  of  accommodation,  usually  affects  only  the  action 
to  light,  rejlex  ir'idophgia,  the  associated  action  remaining. 
It  occurs  as  a  very  early  symptom  in  locomotor  ataxy, 
sometimes  without  any  other  8ymi>toiOB  of  that  disease,  and 
should  always  lead  to  full  investigation.  It  is  probably 
due  to  degeneration  in  that  part  of  the  nucleus  of  the  third 
which  presides  over  the  reflex  action  of  the  pupil, 

B.  Paralysis  of  accommodation  alona  {eychplegia)  m  often 
seen  after  diphtheria.  It  is  often  incomplete,  and  the  pupils 
are  usually  unaffected ;  bat  if  the  cycloplegia  be  complete 
there  is  sometimes  mydriasis.  In  ataxy  there  is  occasion- 
ally cycloplegia  with  a  pupil  active  to  light.  Accommmla- 
tion  is  sometimes  quite  lost  without  any  alteration  of  pupil  ^ 

iGowers;  Diseases  of  >f(^rToiiiSyBlem,  1.  1^.  I 

L>  Bee  «eveml  cs-wa  reported  b;  Ibo  autlioi  Id  Ophth.  Qoaidlal  Reports.  voL  H 
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in  what  is  spoken  of  as  premature  presbyopia,  hut  this  is 
not  called  cycloplegia,  not  being  supposed  to  be  paralytic. 
c.  Olllamimscle  and  iria  affected.  1.  Cydoplegin  with 
mydriasis;  loss  of  accommodatian ;  pupil  dilated  to  about 
5  mm.  and  motiouleas ;  the  ordinary  condition  in  complete 
paralysis  of  third  nerve.  It  is  now  and  then  seen  without 
failure  of  any  other  part  of  the  third  nerve,  and  the  pupil 
may  then  be  quite  widely  dilated.  When  an  old  person  gets 
paralysis  of  the  third,  the  pupil  is  often  very  little  dilated. 
2.  Total  iridoplegia,  with  cycloplegia,  ophthalmoplegia  in- 
t&ma,  accommodation  lost ;  pu])il  motionless  to  reflex  and 
associated  stimuli,  aDd  of  medium  size ;  this  is  sometimes  a 
later  stage  of  a  (4),  but  it  may  be  primary,  due  to  nuclear 
disease ;  the  paralysis,  both  of  iris  and  ciliary  muscle,  is 
often  incomplete.  In  paralysis  of  sixth  nerve  the  pupil  of 
the  paralyzed  eye  is  often  rather  larger  than  that  of  the 

CAtJ3E8  OP  Ocular  PiRALYsia.  It  is  convenient  to 
separate  the  external  and  mixed  forms  from  those  in  which 
only  the  internal  muscles  are  involved,  since  the  local  lesions 
are,  as  a  rule,  different  in  the  two  groups. 

Paralysis  of  the  third,  fourth,  or  sixth  nerve  may  be  the 
result  of  tumors  or  other  growths  in  the  orbit,  but  in  such 
cases,  as  a  rule,  the  paralysis  forms  only  one  among  other 
well-marked  local  symptoms.  In  the  vast  majority  of 
uncomplicated  ocular  palsies  we  are  quite  unable  to  de- 
cide, either  from  the  state  of  the  eye  or  the  orbital  parts, 
whether  the  lesion  be  in  the  orbit  or  within  the  cranium. 
Meningitis,  morbid  growths,  and  syphilitic  periostitis  at  the 
base  of  the  skull,  or  involving  the  sphenoidal  fissure,  often 
cause  ocular  palsy,  seldom  confined  to  one  nerve  ;  aneurism 
of  the  internal  carotid  in  the  cavernous  sinus  occasionally 
does  so.  Syphilitic  gumma  of  the  nerve-trunk  is  probably 
the  most  common  cause  of  single  paralysis ;  the  intracranial 
portion  of  the  uervea  is  known  to  be  ofteu  the  seat  of  such 
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growths,  but  small  neurai  gummata  probably  occur  also  on 
the  orbital  part  of  the  jiervea.  Injuries  to  the  head  often 
cause  ocular  paralysis  ;  the  paralysis  is  usually  noticed  very 
soon  after  the  accident,  and  ia  probably  always  a  sign  of 
fracture  of  the  base  involving  the  middle  fossa,  or  o£  some 
part  of  the  walls  of  the  orbit.  Direct  damage  to,  or  thick- 
ening subsequent  to  fracture  near  the  pulley,  seems  to 
account  for  some  cases  of  traumatic  paralysis  of  the  supe- 
rior oblique.  Pain  in  the  temple  or  front  of  the  head  is 
very  common  ui  ocular  palsies  due  to  periostitis  and  gum- 
mata. In  certain  cases  neither  the  symptoms  nor  history 
enable  us  to  locate  the  seat  or  prove  the  cause  of  the  par- 
alysis; the  term  ''rheumatic"  is  often  applied  to  such 
cases,  on  the  assumption  that  the  palsy  is  peripheral  and 
caused  by  cold — that  it  is  in  fact  to  be  compared  to 
peripheral  paralysis  of  the  facial  nerve;  no  doubt  some 
of  these  are  in  reality  syphilitic.  Paralysis,  usually  of 
short  duration  and  affecting  only  one  nerve,  is  not  uncom- 
mon at  an  early  stage  of  locomotor  ataxy.  Ophthalmo- 
plegia externa  generally  seta  in  slowly,  is  bilaterally  sym- 
metrical and  permanent;  it  usually  indicates  sclerotic 
disease  of  the  nerve  centres,  often  caused  by  syphilis ; 
but  it  is  sometimes  caused  by  tumor  centrally  placed,  or 
by  symmetrical  gummnta  on  nerve-trunks.  Occasionally 
ocular  palsies  are  "  functional,"  or  occur  in  company  with 
symptoms  apparently  of  hysterical  nature,  and  pass  off. 
Paralysis  of  oculomotor  muscles  is  in  rare  cases  congen- 
ital, occurriog  in  several  members  of  the  same  family. 
These  cases  are  perhaptj  of  the  same  nature  as  those  of 
congenital  ptosis,  absence  or  imperfect  development  of 
muscles.  Occasionally  paralysis  of  oculomotor  nerves 
from  birth  has  been  attributed  to  instrumental  labor. 

In  respect  to  the  causation  of  the  purely  internal  par- 
alyses we  have  but  little  positive  knowledge.  Mydriasis 
with  cycloplegia  and  no  other  paralysis  would  be  accounted 
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iar  hr  fikeatte-  fA  iht  «Eto9R  •''cMfd  Bcrre  raoc  of  ikt  knticii- 

pnnfaoLJT  tfte  Rsok  of  dirooie.  tvtt  ^tnetlj  kxafized  ds- 
case  of  tlk&  centres  for  the-  papd  azi*!  afeeoomiodstioii 
(Gowefs;,  wkkli  kire  been  ^>vii  to  f >rm  ^e^nnue  parts 
of  tbe  nudeiis  <!i€  tlie  tluid  nerre.  Cxsplete  ophtiialiiK>> 
^egia  ifitfrna  wwld  ako  be  expe«!ted  if  tbe  knticiilar 
gai^kn  •.^HotebiiK'oa ;,  €»-  the  incnk>?a]:ir  gaziglioiiic  ceflb 
of  tbe  ebo<md  HalkeV  w€xe  tli^orzmnued ;  but  SDcb 
diaiigcs  kiTe  not  ret  been  pn>Ted  p^  mufriewL.  PanlTsis 
from  Mow?  on  tbe  ere  k  leferred  to  on  p.  l^L  See  also 
Ilipbtberia,  Chapter  XXTH. 

Tbeatxest  of  Octlar  Paralt^esu  In  estimating 
the  resalts  of  treatment  it  is  wdl  to  remember  that  some 
cases  recorer  ^ontaneof^r^  that  in  manr  the  defect  is  a 
paresis  rather  than  paralysis,  and  that  in  tbe  buter  caaes 
the  srmptoans  often  varr  in  severitr  from  dar  to  day,  or 
even  while  under  obs&rvadoa  at  a  single  visit,  according 
to  the  attention  given  aad  eff  >rt  made  by  the  parieat.  The 
'jae^tioDi?  of  syphilis  ani  of  iajiry  to  the  head  most  always 
fie  carefully  inquireil  int.>.  espe*:LaIly  when  oniy  one  nerve 
H  paralyze^l.  When  several  nerve?  are  involve»i.  tumor, 
anenrirm,  or  syphilis,  eirhErr  gummatous  inflammation  at 
the  \)X¥:.  or  s^;Iero:ie  nuclear  disease,  is  to  be  suspected. 
lo^lide  of  ryjta^sium  and   merourv  are  the   onlv  internal 

A.  •  • 

rem^lies  likely  to  be  benenciaL  and  unless  syphilis  be 
quite  out  of  the  question  they  should  have  a  full  trial ; 
many  cases  recover  quickly  under  moderate  doees  of 
io^lide.  Faradization  of  the  paralyze- 1  muscles  is  some- 
time?* us^^l.  0[>enition  for  paralytic  s^juint  of  old  stand- 
in;r  mav  sometimes  be  undertaken/ 

Nystagmus,  involuntary  oscillating  movement  uf  the  eyes, 
i.M  generally  a-sociated  with  serious  defect  of  sight  dating 

>  k  ..'•>  f  <r  ojA;r;t*.:orL'i  for  [^ralytic  sqaiat  have  beea  laid  down  by  Alfred 
GrtUif*::  Ar'.h.  f.  Oph  .  xxxiii.  3,  179. 
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from  very  early  life,  such  as  opacity  of  the  cornea  after 
ophthalmia  neonatorum,  congenital  cataract,  choroido- 
recinitia,  or  disease  of  ihe  optic  nerve.  It  is,  liowever, 
also  seen  in  young  babies  associated  with  constant  rhytJi- 
mical  rolling  or  nodding  movements  of  the  head  (spasmus 
nutans) ;  the  nystagmus  in  these  casea  usually  disappears 
spontaneously.  Nystagmus  is  present  in  cases  of  infantile 
amblyopia  without  apparent  cause,  and  constantly  in 
albinoes.  Nystagmus  is  often  developed  during  adult  life 
in  coal-miners ;  it  has  been  attributed  to  the  insufficiency 
of  light  furnished  by  the  safety  lamps,  and  with  more  proba- 
bility to  the  necessity  which  the  miner  is  under  of  constantly 
looking  in  an  unnatural  direction,  upward  or  sideways,  for 
example ;  it  is  oft«u  present  only  when  the  collier  takes  up 
his  mining  posture.  It  is  occasionally  seen  in  other  occu- 
pations— e.  g.,  among  compositors.  Nystagmus  occurs  as 
a  symptom  in  some  cases  of  disseminated  sclerosis,  and  in 
other  forms  of  central  nervous  disease. 

Usually  both  eyes  oscillate,  but  when  only  one  eye  is 
defective,  it  alone  may  oscillate.  The  movements  in  nys- 
tagmus, whatever  may  bo  the  cause  of  the  condition,  vary 
much  in  rapidity,  amplitude,  and  direction  in  different 
cases,  and  even  in  the  same  case  at  different  times;  they 
are  generally  worse  when  the  patient  is  nervous,  and  often 
there  is  a  particular  position  of  the  eyes  in  which  the  oscil- 
lation is  least.  Nystagmus  often  becomes  much  leas  marked 
as  life  advances.    Treatment  is  useless. 
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CHAPTER   XXII. 

A.  OPERinOSB  OS  THE  EtKLID8. 


1.  Epflatian of^yeluiliaft.  Poritioii:  ptttieot Betted ;  aur- 
geon  standing  behind.  The  toacepA  to  be  broftd-ended,  ivifth 
smooth  or  very  finely  rooghened  blades,  which  meet  aoea- 
ntely  in  their  whole  widdi.  Stretch  the  lid  tightly  by  a 
finger  placed  over  each  end.  Pall  oat  the  lashes  at  firat 
qaickly  in  bundles^  and  finish  by  carefally  picking  oat  the 
separate  ones  that  are  left. 

2.  Evendonof  i^perHd.  Position  as  for  1,  or  the  saigeon 
may  stand  in  front  The  patient  looks  down,  a  probe  is 
laid  along  the  lid  above  the  upper  edge  of  the  **  cartil- 
age ;"  the  lashes,  or  the  edge  of  the  lid,  are  then  seized 
by  a  finger  and  thumb  of  the  other  hand,  and  turned  up 
over  the  probe,  which  is  simultaneously  pushed  down. 
After  a  little  practice  the  probe  can  be  dispensed  with,  and 
the  lid  everted  by  the  forefinger  and  thumb  of  one  hand 
alone,  one  serving  to  fix  and  depress  the  lid,  the  other  to 
turn  it  upward. 

Fig.  121. 


^^ 


Meibomian  scoop. 

3.  Removal  of  Meibomian  cjrst.  Position  as  for  1.  In- 
struments :  a  small  scalpel  or  Beer's  knife.  Fig.  157,  and 
a  curette,  or  small  scoop,  Figs.  121  and  153.  1.  Evert  the 
lid.     2.  Make  a  free  crucial  incision  into  the  tumor  from 
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the  conjunctival  aurface.  3.  Kemove  tlie  growth,  either 
by  squeezing  the  lid  between  finger-  and  thumb-nail,  or 
by  means  of  the  scoop.  The  cavity  fills  with  blood,  and 
may  thus  for  a  few  daya  be  larger  than  before.  These 
tumors  have  no  distinct  cyst-wall, 

4.  Inspectdon  of  comoa  in  pumlant  ophthaltnla,  etc. 
Position ;  if  the  patient  be  a  baby  or  child,  the  back  of 


its  h>iad  is  to  be  held  between  the  surgeon's  knees,  its 
body  and  legs  being  on  the  nurse's  lap ;  if  an  adult,  the 
same  as  for  1,  If  the  lids  cannot  be  easily  separated  by  a 
finger  of  each  hand,  enough  to  allow  a  view  of  the  cornea, 
retractors  should  be  used,  a  convenient  pattern  is  shown  in 
Fig.  122,  by  which  one  lid,  or  both,  can  be  raised  and  held 


I 


Knlroi^on  forropB. 


away  from  the  globe.  If  tliia  instrument  be  gently  used 
we  avoid  aU  risk  of  causing  perforation  of  the  cornea  should 
a  deep  ulcer  be  present,  an  accident  which  may  happen  in 
cases  attended  by  much  swelling  or  spasm  of  the  lids  if  the 
fingers  be  used. 


% 
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5.  Entropion.  Spanmodic  entropion  of  the  loieer  lid,  with 
relaxed  skin,  in  old  people.  FoettioD  as  fur  1.  A  fold  of 
ekin  close  to  the  edge  of  the  lid  and  of  width  proportionate 
to  the  degree  of  inversion  is  removed ;  the  orbicularis  miiecle 
ie  then  ezposeil,  and  some  of  its  fibres  should  also  be  re- 
moved ;  the  wound  is  then  closed  with  sutures.  Another 
good  plan  is  to  enter  a.  threaded  needle  close  to  the  edge  of 
the  lid,  bi-iug  it  out  half  an  inch  vertically  below,  tie  the 
intervening  skin  and  muscle  tightly,  and  allow  the  thread 
to  cut  its  way  out ;  two  or  three  such  stitches  will  be 
wanted  at  equal  dislances  apart ;  the  resulting  scars  being 
vertical  are  rather  conspicuous. 

6.  Organic  entropion  and  trichiasis.  When  the  whole 
row  of  lashes  is  turned  inward,  and  the  inner  surface  ot 
the  lid  much  shortened  by  scarring,  radical  exlirpalion  of 


lid  clamp  fur  (be  R.  nppgr  lid. 


all  the  lashes  is  the  quickest  and  most  certain  means  of 
^ving  permanent  relief,  but  it  leaves  an  unsightly  bald- 
ness, and  exposes  the  cornea  to  unnatural  risk  from  dust, 
etc.  Position  :  recumbent ;  the  surgeon  stands  behind  the 
patient.  Ansesthesia  seldom  necessary.  Instruments:  a 
horn  or  bone  lid-spatula,  Fig.  125,  i,  or  a  lid  clamp.  Fig. 
124,  a  Beer's  knife,  Fig.  157,  and  forceps.  Make  an  in- 
cision from  end  to  end,  be^nuing  just  outside  the  punc- 
turn,  between  the  hair-foUicIes  and  Meibomian  ducts,  as 


r 
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if  to  split  the  lid  into  two  layers.  Then  make  a  second 
incision  through  the  skin  aad  tisfluea,  about  a  twelfth  of 
au  inch  above  the  border  of  the  lid,  parallel  with  but 
in  a  plane  at  right  angles  to  the  first.  The  strip  of  skin 
and  tissues  included  between  these  two  cute  will  now  be 
almost  free,  except  at  its  ends,  which  are  to  be  united  by 
a  cross-cut,  and  the  atrip  dissected  off;  it  should  include 
the  hair-follicles  in  theii'  whole  depth.  Examine  the  white 
edge  of  the"  cartilage,"  now  exposed,  for  any  hair-follicles 
accidentally  left  behind ;  they  will  appear  as  black  dots, 
and  are  to  be  carefully  removed. 

In  the  same  or  slighter  cases  the  inversion  of  the  border 
ilf  the  lid  may  be  much  lessened  by  complete  division  of 
the  "  cartili^"  from  the  conjunctival  surface  along  a  line 
parallel  with  aud  3  mm.  from  the  free  border  (Burow's 
operation).  Fig.  126,  Bu.  The  wound  gapes  and  the  in- 
verted border  of  the  lid  falls  forward  and  is  kept  in  its 
natural  place  by  the  cornea.  The  only  instruments  needed 
are  a  scalpel  and  scissors.  Position  as  for  1,  or  reeuml>ent, 
Thelid  is  kept  well  everted  while  the  incision  is  being  made, 
A  puncture  is  made  witti  the  knife  parallel  to  the  edge  of 
the  lid,  close  to  the  inner  or  outer  end,  one  blade  of  the 
scissors  passed  through  this  puncture  and  made  to  run 
along  the  outer  surface  of  the  "  cartilage"  between  it  and 
the  orbicularis  muscle,  and  then  the  "  cartilage  "  divided 
by  closing  the  blades  parallel  to  the  border.  The  wound 
should  be  at  right  angles  to  the  surface.  A  bluish  line 
should  be  seen  through  the  skin  on  replacing  the  lid. 
This  operation  gives  complete  relief  for  the  time,  hut 
may  need  repetition  io  a  few  months. 

Various  operations  are  performed  for  transplantation  of 
the  displaced  lashes  forward  and  upward,  so  as  to  restore 
their  natural  direction,  Arlt's  operation  :  The  free  border 
of  the  lid  is  split  from  end  to  end  (leaving  the  punctura),as 
for  extirpation  of  the  lashes,  but  more  deeply.  Fig.  125,  a. 
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A  second  incision  (6),  extending  beyond  the  ends  of  the 
first,  is  now  made  through  the  skin  parallel  to  and  about 


I't  nperaUon  for  tricblaais.    (Afiei 


v 


two  linea  from  the  border  of  the  lid,  and  dowa  to  but  not 
through  the  "  cartilage;"  thirdly,  a  curved  incision  (c)  is 
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made,  joining  6  at  each  end  and  including  a  semilunar 
flap  of  skin,  of  greater  or  lees  width  acconling  to  the  effect 
desired ;  fourthly,  this  flap  is  dissected  off  without  injury 
to  the  orbicularis,  and  the  wound,  bounded  by  the  lines 
b  and  c,  closed  by  sutures.  The  anterior  layer  of  the  lid 
border,  which  contains  the  lashes,  is  thus  tilted  forward 
and  drawn  upward. 

A  third  operation  (Streatfeild'a)  consista  in  the  simple 
removal  of  a  wedge-shaped  strip  of  tbe  "  cartilage"  (with 
ita  superjacent  skin  and  muscle)  from  the  whole  length  of 
the  lid  at  a  distance  of  a  line  or  two  from  ita  border.  No 
sutures  are  used. 

FlQ.  127. 


Snellen  operates  as  follows:  The  incision,  b.  Fig,  125,  is 
carried  down  to  the  tarsus,  the  muscle  and  skin  separated 
from  it  and  pushed  upward,  and  a  wedge,  shown  by  the 
groove  in  Fig.  126,  cut  from  the  exposed  tarsus,  as  in 
Streatfeild's  operation.  The  border  of  the  lid  is  now 
everted,  and  kept  in  its  new  position  by  passing  two  or 
three  threads,  as  shown  in  Figs.  126  and  127,  and  tying 
thera  over  beads.  The  skin  wound  need  not  be  sutured. 
Various  other  operations  have  been  introduced  from  time 
to  time  for  entropion  by  Spencer  Watson  and  others  by 
which  a  flap  of  skin  is  inserted  between  the  lashes  and  the 
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edge  of  the  liJ ;  the  cutaneous  haira  on  the  transplanted 
flap,  however,  occasionally  irritate  the  cornea. 

All  these  operations  (except  1)  are  apt  to  need  repetition 
sooner  or  later. 

The  above  operations  are  moat  suitable  when  the  whole 
length  of  the  upper  liil  is  affected ;  in  most  hands  Arlt'a 
proceeding  probably  gives  better  average  results  than  any 
other.  In  cases  of  partial  trichiasis,  where  only  a  few 
lashea  are  misdirected,  electrolysis  of  the  hair-follic/es  is  a 
valuable  proceeding  ;  a  needle  connected  with  the  negative 
pole  of  a  battery  is  passed  into  the  follicle  by  the  side  of 
the  shaft  of  the  hair,  the  positive  pole  being  applied  to  the 
skin  of  the  temple.  The  hair  is  loosened,  cornes  away,  and 
does  not  grow  again ;  this  has  to  be  done  to  each  of  the 
displaced  lashes.  Where  only  a  part  of  the  border  is 
affected,  transplantation  of  a  strip  of  mucous  membrane 
from  the  patient's  lip  into  the  gap  made  by  splitting  the 
diseased  part  of  the  lid.  Fig,  128,  is  the  beet  operation. 
This  may  be  done  as  follows  (van  Millingeu) ;  1.  Split  the 
affected  part  of  the  lid  as  in  Arit's  operation,  but  turn  the 
cut  forward  into  the  akin  a  little  at  each  end,  as  shown  in 
Fig,  128.  2.  Separate  a  strip  of  mucous  membrane  from 
the  lower  lip  parallel  to  its  length,  leaving  its  ends  at- 
tached ;  the  strip  should  be  longer  and  wider  than  the  gap 
it  is  to  fill,  3.  Take  two  needles,  each  with  a  long  thread 
attached,  and  pass  one  through  each  end  of  the  lid  in- 
cision from  the  skin  surface  into  the  angle  of  the  wound, 
draw  the  needles  through,  carry  them  down  to  the  lip,  and 
pass  each  one  through  the  corresponding  end  of  the  bridge 
of  mucous  membrane  from  the  deep  to  the  free  surface. 

4,  Cnt  the  attached  ends  of  the  bridge,  turn  the  strip  over 
on  the  thumb-nail,  and  clean  its  under  surface  with  scis- 
sors,  taking   care   not   to   cut    the    thread    at   each   end. 

5.  Draw  the  atrip  up  into  its  new  position  by  pulling  on 
the  upper  ends  of  the  threads,  and  tie  the  threads,     A 
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very  fine  stitch  may  be  inserted  at  the  centre  of  the  flap 
if  thought  neceaaary,  but  this  can  be  dispensed  with.  The 
split  iu  tiie  lid  should  be  cleaned  from  clot  before  the  strip 
is  brought  iDto  position.  The  atrip  usually  lives  and  ad- 
heres well  under  an  antiseptic  dressing ;  the  stitches  may 
be  left  to  come  out. 

7.  Ectropion.  Ectropion  from  thickening  of  the  con- 
junctiva, aided  by  relaxation  of  the  tissues  of  the  lower 
lid,  seen  chiefly  in  old  people,  may  be  treated  by  the 
removal  of  a  V-shaped  piece  of  the  whole  thickness  of  the 
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Van  MllUngon'B  operatloii.  First  stage :  tbe  portioa  of  Ud  containlDg  mis- 
directed lashes  split  pBiallel  (oils  eiirfiioca,  teavlDg  tbelaahes  in  lbeiiDt«rioi 
layer.  Tho  Incielon  at  each  end  is  carrld  a  abort  distance  Into  ibe  tkia  at  a. 
rtgbt  angle  with  the  split. 

lid,  the  edges  being  brought  together  with  a  harelip  pin. 
In  Kuhnt's  operation  the  lid  is  split  by  an  incision  in  the 
intermarginal  space,  and  a  V-ahaped  portion  of  the  inner 
or  conjunctival  half  is  removed,  the  edges  being  drawu 
together  by  sutures.  In  Snellen's  operation  the  everted 
mucous  membrane  ia  drawn  back  into  the  sulcus  between 
lid  and  globe  by  a  suture,  entered  into  the  conjunctiva  at 
two  points  one-third  of  an  int;h  apart,  passed  deeply,  brought 
out  on  the  cheek,  and  tied  over  a  bit  of  India-rubber  tube ; 
the  thread  ia  tightened  from  day  to  day  until  it  has  nearly 
cut  through.  An  operation  of  which  the  principle  is  nearly 
the  same,  but  the  execution  more  comphcated,  is  described 
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by  Argyll- Robertson.'  Slighter  caaea  may  be  satisfactorily 
treated  by  the  excision,  or  destruction  by  burning  deeply 
with  a  fine  galvanic  cautery,  of  a  strip  of  the  palpebral 
conjunctiva  parallel  to  the  border  of  the  lid  ;  the  contrac- 
tion of  the  scar  draws  the  margin  of  the  lid  Into  place. 

For  ectropion  from  cicatricial  changes  in  the  skin  a 
plastic  operation  is  generally  needed.  At  the  same  time 
the  eyelids  should  be  united  by  fine  suture,  after  paring 
a  narrow  strip  from  the  border  of  each  lid  juat  within  the 
line  of  the  lashes  (blepharoplasty),  a  proceeding  which  at 
once  assists  the  restitution  of  the  displaced  lid,  and  gives 
protection  to  the  cornea ;  the  lids  may  be  separated  a  few 
weeks  later.  The  operation  for  the  cure  of  the  ectropion 
will  naturally  vary  with  the  seat,  estent,  and  cause  of  the 
deformity,    but  we  may  conveniently  distinguish   three 


V  Y  opention.    (Fnnn  Ritteoich.) 


varieties  of  organic  ectropion,  according  as  the  condition 
has  followed  (1)  a  wound  of  the  eyelid  with  faulty  union ; 
(2)  a  deeply  adherent  scar  from  abscess,  disease  of  bone,  or 
deep  ulceration  of  the  lid  ;  or  (3)  extensive  scarring  of  the 
face  from  burns,  lupus,  etc.  When  the  cause  is  quite 
localized,  and  there  is  not  much  loss  of  tissue  (groups  1 
and  2),  the  scar  may  be  included  in  a  V-shaped  incision, 
the  flap  separated  and  pushed  up  till  the  lid  is  in  position, 
and  the  lower  part  of  the  wound  then  brought  together  by 
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a  pin  or  sutures,  so  tliat  what  was  a  V  now  becomee  a  Y, 
the  edges  of  the  Q&p  being  attiwhed  by  sutures  tu  the  limbs 
of  the  Y,  Fig;.  129.  As  the  lid  has  generally  become  too 
long  from  prolonged  eversion,  we  often  have  at  the  same 
time  to  shorteu  it  by  removiag  a.  small  triangle  from  its 
outer  end,  and  uniting  the  edges  of  the  gap.  When  the 
position  of  the  deformity  prevents  the  above  operation,  it 
is  necessary  to  introduce  new  skin  into  the  gap,  made  by 
dissecting  out  the  cicatricial  tissue  and  putting  the  everted 
lid  into  position.  This  may  be  done  by  bringing  a  flap 
with  a  broad  pedicle,  either  by  sliding  or  twisting  into 
the  gap;  or  by  the  method,  introduced  into  England  by 
Dr.  Wolfe,  of  transplanting  from  a  distant  part  a  single 
graft  of  skin  without  a  pedicle,  large  enough  to  fill  the 
gap ;  or,  again,  by  filling  the  gap  with  several  small  pieces 
of  skin.  Where  there  is  extensive  destruction  of  skin 
(group  3)  these  grafting  methods  seem  particularly  valu- 
able. If  a  single  large  graft  be  used,  the  important  points 
are  to  make  it  considerably  larger  than  the  deficiency  it 
is  to  supply,  to  free  the  under  surface  of  the  graft  very 
thoroughly  of  all  subcutaneous  tissue,  and  apply  warm 
dressings.  The  single  graft  operation  has  now  been  tried 
many  times,  and  with  a  good  proportion  of  successes. 

8.  Paralytic  and  congenital  ptosis  have  often  been  treated 
by  the  removal  of  an  ova!  piece  of  skiu  from  the  upper  lid, 
parallel  to  its  length,  the  orbicularis  muscle  not  being 
touched.  This  simple  method,  however,  has  but  little 
effect  unless  the  piece  removed  be  so  large  aa  to  shorten 
the  lid  materially,  and  thus  endanger  the  power  of  com- 
plete closure.  More  complicated  operations,  intended  to 
raise  the  lid  by  producing  contraction  of  the  subcutaneous 
tissues,  or  adhesion  between  these  parts  and  the  tendon  of 
the  occipi  to-frontal  is  at  the  eyebrow  without  the  removal 
of  auy  skin,  have  been  recommended  by  Pagenstecher, 
Dransart,  Meyer,  and  Panas.     I  have  had,  and  have  seen 
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in  the  hands  of  others,  Batisfaetory  reauita  from  Panas' 
operation  in  several  cases. 

9.  Oanthoplaatf,  for  lengthening  the  palpebral  fissure  at 
the  outer  canthiis.  The  eanthus  is  divided  by  acisaors  or 
a  knife  as  far  as  may  seem  necessary.  The  contiguous 
ocular  conjunctiva  is  then  slightly  dissected  up  and  at- 
tached by  sutures  to  the  cut  edges  of  the  alciii,  so  as  to 
prevent  reunion,  one  suture  being  placed  in  the  angle  of 
the  wound,  one  above  and  one  below.     Fig.  130. 


k 
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Csnllioplttaiy.   (From  Ritteeich.) 

10.  Peiitomy,  for  obstinate  cases  of  partial  paonus.  An- 
aesthesia is  necessary.  Instruments :  speculum,  fi.'cation  for- 
ceps, scissors,  and  Beer's  knife.  With  the  kuife  a  drciUar 
incision  is  carried  through  the  conjunctiva,  round  the  cor- 
nea, at  5  mm.  (^")r  or  less,  from  its  border.  The  zone  of 
conjunctiva  so  included,  together  with  the  whole  of  its 
subconjunctival  tissue  down  to  the  sclerotic,  is  now  care- 
fully removed  by  the  scissors.  The  bare  surface  thus  left 
granulates,  and  finally  contracts  to  a  narrow  band  of  white 
scar-tissue,by  which  the  vessels  running  to  the  cornea  should 
be  obliterated.  The  subconjunctival  fascia  is  often  found 
much  thickened  in  these  cases.  Care  must  be  taken  not  to 
make  the  incision  too  far  from  the  cornea,  lest  the  inser- 
tions of  the  recti  be  damaged.  The  atrip  removed  should 
extend  completely  round  the  cornea;  removal  of  only  a 
part  of  the  zone  is  not  satisfactory.     The  symptoms  &re 
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generally  made  worse  for  a  time,  aud  the  final  result  is 
not  reached  for  eeverul  months.  In  some  cases  the  opera- 
tion has,  in  my  experience,  been  very  successful ;  while  in 
others,  without  apparent  reason,  it  has  quite  failed  of  its 
purpose.  A  similar  effect  may  be  sometimes  produced  by 
making  a  small  linear  bura  with  the  gal v an o- cautery  all 
around  the  cornea. 

Symhlepharon,  adhesion  of  lid  to  globe  after  destruction 
of  conjunctiva  unless  very  extensive,  can  be  greatly  im- 
proved by  operations.  In  slight  cases  we  have  merely  to 
separate  the  a<lhesion  from  the  globe  and  bring  together 
the  edges  of  the  ocular  conjunctiva  to  cover  the  surface 
exposed,  and  thus  prevent  reunion.  But  when  the  surface 
exposed  by  the  dissection  is  large,  flaps  of  conjunctiva  with 
broad  pedicles  must  be  brought  down  to  cover  the  defi- 
ciency in  the  manner  first  proposed  by  Teale ;'  or  mucous 
membrane  may  be  transferred  from  the  lip  of  the  patient, 
or  even  from  the  conjunctiva  of  a  rabbit.  Snellen  has 
lately  used  a  flap  of  neighboring  skin  with  a  pedicle,  push- 
ing it  through  a  sort  of  button-hole  in  the  lid,  and  attaching 
it  in  the  gap  made  by  separating  the  adhesions. 

[Knapp's  roller  operation  for  trachoma  is  applicable  to  all 
cases  in  which  there  is  a  marked  development  of  trachoma 
granules ;  and  it  often  proves  useful  when  there  ia  great 
thickening  of  the  lid  with  deposit  of  similar  material  deep 
within  it,  but  without  any  appearance  of  distinct  sago- 
grains  upon  the  surface.  The  instrument  consists  of  a 
forceps,  in  each  jaw  of  which  is  fixed  a  corrugated  roller. 
The  upper  lid  should  be  everted,  one  roller  thrust  far  into 
the  cul-de-sac,  the  other  placed  at  the  ciliary  margin,  and 
the  two  brought  together  with  considerable  pressure  and 
drawn  toward  the  free  folded  part  of  the  lid.  This  is  re- 
peated until  every  portion  of  the  lid  has  been  thoroughly 

'  Teal :  Uphtli.  Uoap.  ReporU,  Ul.  p.  2S3, 18G1. 
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gone  over.  The  same  is  done  for  the  lower  lid.  For  the 
lid  margins  one  roller  may  ^e  placed  inaide  the  lid,  the 
other  on  the  cutaneous  surface.  For  the  retrotarsal  folds 
aa  much  aa  possible  of  the  fold  is  to  be  grasped  between 
the  rollera,  and  the  contents  preased  out.  Especial  care 
is  required  to  the  conjunctiva  near  the  outer  or  the  inner 
cauthus.  When  bleeding  ceases,  the  eye  may  be  washed 
out  with  an  antiseptic  solution.  The  operation  is  usually 
followed  by  great  swelling  of  the  lids.  But  this  subsides 
spontaneously  in  two  or  three  days,  or  it  may  be  controlled 
by  ice  applications.  As  the  operation  is  painful,  and  should 
be  thorough,  a  general  anaesthetic  is  commonly  required.] 

B.  Operations  on  the  Lachrymal  Apparatds. 

1.  Lachrymal  abscess.     (See  p.  100), 

2.  Slitting  up  the  lower  canaliculus.  This  is  best  done 
by  means  of  a  knife  with  a  blunt  or  probe  point,  and  a 
blade  narrow  enough  to  enter  the  punctum.  The  best 
forms  of  these  knives  are  Weber's  knife,  with  a  probe 
end,  Fig.  1.32;  Bowman's,  with  nearly  parallel  borders 
and  a  rounded  end.  Fig.  133  ;  and  Liebreich's,  Fig.  134. 
Position  as  for  1.  1.  The  lower  lid  is  drawn  tightly  out- 
ward and  downward  by  the  thumb,  2,  The  canaliculus 
knife  is  passed  verlically  iuto  the  punctum,  then  turned 
horizontally  and  passed  on  through  the  neck  of  the  canal- 
iculus till  it  reaches  the  bony  (inner)  wall  of  the  lachrymal 
sac.  It  is  then  raised  up  from  heel  toward  point,  and  thus 
made  to  divide  the  canaliculus,  care  being  taken  that  the 
neck  is  freely  divided.  Liebreich's  knife  outs  its  own  way 
without  being  raised.  The  lower  canaliculus  may  also  be 
divided  with  a  Beer's  knife.  Fig.  157,  which  is  run  along 
a  fine  grooved  director,  Fig.  131,  previously  introduced. 
In  cases  of  mucocele  it  is  good  practice  to  divide  the  wall 
of  the  sac  freely,  and  some  surgeons  open  the  upper  aa  well 
as  the  lower  canaliculus.     The  canaliculus  requires  to  be 
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kept  open  every  three  or  four  days  till  its  cut  edges  are 

healed,  or  they  will  unite  again. 
3.  Probing  the  nasal  duct.     After  dividing  the  eaual- 

iculus  pass  a  good-sized  lachrymal  probe  horizontally 
along  its  floor  till  It  strikes  the  iuner  (bony) 
wall  of  the  sac.  Then  raise  it  to  the  vertical 
position,  and  push  it  steadily  down  the  duct, 
downward  and  a  very  little  outward  and  back- 


^ 


Weber's  canallculuB  k> 


ward,  till  the  floor  of  the  noee  ie  reached.     Bow- 
man's earlier  probes  were  in  six  sizes,  of  which 


■ r— ^B 

Bowma.ii'B  ciuiallculUB  kDlEc. 

the  largest  wad  one  twentieth  inch  in  diameter. 
Bowman  afterward  adopted  much  larger  probes 


'a  knifo  Tar  caoallculi 

with  bulbous  ends ;  and  several  such  patterns 
are  now  in  use.  The  probe  used  should  be  the 
largest  that  will  pass  easily. 

4.  A  stricture  of  th€  duct  may  be  incised  with 

dirootot""  any  of  the  canaliculus  knives,  although  Weber's 

and  Bowman's  are  too  slender  to  be  used  with 

safety.     Liebreich's  is  intended  to  be  so  used,  and  a  special 

knife  for  the  purpose  had  previously  been  introduced  by 
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Stilling.    The  knife  is  used  as  a  probe,  being  pushed  quite 
down  the  duct,  then  partly  withdrawn,  turned  in  another 


I 


direction,  and  pnahed  down  again.      There   is  generally  1 

bleeding  from  the  noae. 

Jd  all  these  procedures  we  must  be  certain  that  the  probe  "i 
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or  knife  rests  against  t!ie  bony  (nasal)  wall  of  the  lacliry- 
mal  sac  before  it  is  raised  into  the  vertical  direction.  If 
the  probe  be  stopped  at  the  entrance  of  the  canaliculus  into 
the  sac,  aa  may  eaaiy  happen  if  the  canal  be  not  thoroughly 
slit  in  its  whole  length,  the  lid  will  be  pulled  upon  and 
puckered  whenever  the  instrument  is  pushed  toward  the 
nose ;  but  if  the  probe  have  reached  the  sac,  backward 
and  forward  movements  will  not  usually  cause  puckering 
of  the  lid.  If  in  the  former  case  the  inatrument  be  turned 
up,  and  an  attempt  made  to  pass  it  down  the  duct,  a  false 
passage  will  probably  be  made. 

The  direction  of  the  two  nasal  ducts  is  either  parallel,  or 
such  that  if  prolonged  upward  they  would  converge  slightly ; 
they  very  seldom  diverge.  The  probe  when  in  the  duct 
should,  even  if  as  usual  its  lower  end  be  curved  forward, 
rest  against  and  indent  the  eyebrow ;  if  it  stand  forward 
from  the  brow  it  is  usually  in  a  false  passage. 

Lachrymal  gyringes  are  of  two  kinds :  1.  Anel's  syringe, 
with  a  nozzle  fine  enough  to  pass  into  the  unopened  punc- 
tum,  Fig.  135.  By  injecting  a  little  water  into  the  duct 
through  the  canaliculus  we  can  sometimes  clear  out  slight, 
apparently  mucous  obstruction,  and  relieve  epiphora  with- 
out cutting  or  probing ;  and  by  the  same  method  we  can 
often  decide  whether  or  not  there  is  an  obstruction  needing 
the  severer  treatment.  2.  Hollow  probes  attached  to 
syringes  of  various  patterns  are  used  for  passing  down 
the  duct  and  syringing  at  the  same  time.  Fig.  136  shows 
a  simple  form  sold  as  Bowmau's. 

C.    OPEKATIOJra    FOR  STRABISMUS. 

Tenotomy.  The  object  is  to  divide  the  tendon  close  to 
its  insertion  into  the  sclerotic.  Critchett's  subconjunctival 
operation,  or  the  operations  of  Von  Graefe  and  Von  Arlt 
are  the  ones  commonly  employed ;  the  advantages  of  the 
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latter  two  operations  are  that  the  tendon  U  e 
whole  length,  the  parts  to  be  divided  caa  be  aeen,  and  there 
ia  no  risk  of  wounding  the  sclerotic.  The  internal  and 
external  recti  are  the  only  tendons  commonly  divided,  the 
internal  far  the  more  frequently.  Aneesthesia  is  seldom 
necessary  except  for  young  children.  Instruments:  stop 
Bpeculum,  Fig,  137,  straight  scissors  with  blunted  points, 
toothed  fixation  forceps,  strabismus  hook.  There  are  sev- 
eral forms  of  hook,  differing  in  the  length  and  sharpness 
of  the  curve  and  the  shape  of  the  tip. 


\ 


SLDp-Bpitng  apeculuD 


Opehations.  Qraejf^n.  After  the  eye  has  been  thor- 
oughly cocainized  the  speculum  is  introduced,  and  an  in- 
cision is  made  transversely  over  the  insertion  of  the  tendon 
sufficient  to  expose  its  whole  width ;  the  conjunctiva  being 
pushed  aside,  Tenon's  capsule  is  opened  below  the  tendon ; 
the  hook  is  then  passed  under  the  tendon,  and  the  latter 
divided  with  the  scissors.  The  conjunctival  wound  may 
be  closed  by  a  single  stitch.  Von  Arlt's  operation  differs 
from  the  one  just  described  in  that  the  squint-hook  is  dis- 
pensed with;  after  the  tendon  is  exposed  it  is  grasped  by 
the  fixation  forceps  and  divided.  It  certainly  has  the 
merit  of  being  much  less  painful,  and  can  be  used  with 
children  frequently  without  a  general  amesthetic.  Snellen 
makes  the  conjunctival  wnuud  parallel  to  the  muscle  to 
avoid  gaping.     The  effect  in  this  and  all  operations  may 
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be  considerably  increased  if  the  various  fascial  or  indirect 
connections  of  the  muscle  be  divided  as  well  as  its  tendon. 
This  19  done  (1)  by  separating  the  conjunctiva  from  the 
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fascia  and  ita  Dm3cle  by  a  biirrowing  dissection  with  the 
scissors  before  the  tendon  is  cut ;  (2)  by  freely  dividing  the 
fsiscia  above  and  below  the  tendon,  by  cutting  with  the 
scissora  upward  and  downward,  after  having  divided  the 
tendon  itself ;  (3)  by  tying  the  eye  out  with  a  silk  suture 
passed  through  the  conjunctiva  and  surface  fibres  of  the 
sclerotic,  close  to  the  outer  border  of  the  cornea,  and  at- 
taching it  to  the  temple  for  two  days  by  strapping. 


StnblBniDs  liook  (tliebentpart  Is  represented  tootbln.) 


I 


CriieheU't  operation.     In  this  operation  a  fold  of  coDJuno- 
tiva  is  pinched  up  over  the  lower  border  of  the  tendon  close 
to  its  insertion  and  divided  ;  the  esposed  capsule  of  Tenon 
ia  similarly  divided.  The  squint- hook  is  next  passed  through 
the  opening  in  the  capsule  with  ita  concavity  downward  and 
point  backward ;  the  point  is  then  made  to  sweep  around 
between  the  teodon  and  globe  until  its  end  is  seen  projecting 
beneath  the  conjunctiva  at  the  upper  border  of  the  tendon.   . 
The  scissoi'8  are  next  passed  into  the  wound  with  the  blade* 
slightly  open  between  the  hook  and  the  eye  and  the  t«ndoiiiH 
snipped  across.    When  the  whole  tendon  has  been  divides 
the  hook  comes  forward  beneath  the  conjunctiva  to  t 
edge  of  the  cornea.     It  is  well  by  introducing  the  hook  t 
make  sure  that  no  small  strands  of  the  tendon  have  eacapedj 
for  the  operation  does  not  succeed  unless  the  division  iy 
complete. 

\o  after-treatment  is  needed,  but  the  patient  is  man 
comfortable  if  the  eye  be  tied  up  for  a  few  hours. 

The  difficulties  for  beginners  are :  (1)  to  be  sure  of  opeihl 
ing  the  fascia ;  (2)  to  avoid  pushing  the  tendon  in  front  <rfj 
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the  acisaoiB,  especially  whea  only  the  upper  part  remains 
undivided, 

Siniple  division  of  one  internal  rectus  without  separation 
and  division  of  fascia  diminishes  the  squint  by  about  two 
lines  (4min,).  The  effect,  however,  ia  often  much  less  if 
the  patient  be  adult  or  nearly  so. 

Liebreich's  operation  is  Critchett's  with  the  addition  of 
the  separation  of  conjunctiva  from  the  fascia,  and  the  divi- 
eion  of  the  fascia  heyoad  the  edges  of  the  tendon  described 
at  p.  400.  These  additions  to  simple  tenotomy  can  be  more 
easily  and  thoroughly  applied  to  Graefe'a  operation  when 
the  incision  is  over  tlie  tendon,  and  after  a  considerable 
trial  I  have  ceased  to  use  Liebreich's  method.  In  any 
case  of  considerable  convergent  squint,  or  squint  operaterl 
on  in  an  adolescent  or  adult,  I  prefer  Graefe's  method, 
which  admits  of  the  maximum  effect  being  easily  obtained. 

The  immediate  effect  of  the  tenotomy  of  a  rectus  muscle  is 
lessened  after  a  few  days  by  the  reunion  of  the  tendon  with 
the  sclerotic,  but  after  &  fen  weeks  or  mouths  it  is  some- 
times again  increased  by  the  stretching  of  this  new  tissue. 

Readjustment  or  admncanent  consists  in  bringing  forward 
to  a  new  attachment  the  tendon  of  a  rectus  (generally  the 
internal)  which  has  become  a^ttached  too  far  back  after  a 
previous  tenotomy,  or  is  acting  inefficiently,  as  in  various 
cases  of  primary  divergent  squint;  advancement  of  the 
external  rectus  is  also  used  in  simultaneous  conjunction 
with  tenotomy  of  the  internal  in  high  degrees  of  con- 
vergent squint,  especially  when  the  squint  is  of  many 
years'  duration.  Indeed,  whether  performed  for  divergent 
or  convergent  strabismus,  tenotomy  of  the  opponent  muscle 
is  generally  needed.  There  are  several  different  operations, 
but  in  all  of  them  the  tendon  is  held  in  its  new  position  by 
sutures.  The  operation  is  tedious,  but  may  often  be  done 
under  cocaine.  The  instruments  are  the  same  as  for  ten- 
otomy. 
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I  uow  generally  perform  the  operation  aa  follows  (easea- 
tially  the  method  described  by  Tweedy):'  1.  A  stitch  of 
fine  silk  ia  firtit  put  through  coDJuQctiva  and  Burface  fibres 
of  sclerotic  close  to  the  inner  edge  of  the  cornea  and  exactly 
on  the  horziontal  line ;  thia  \a  to  serve  as  a  guide  in  case 
the  eyeball  rotates  afterward.  2.  The  tendon  is  exposed 
by  a  vertical  wound  in  the  conjunctiva  about  5  mm.  from 
the  corneal  border,  the  faacia  opened  above  and  below,  and 
a  hook  passed  under  the  tendon.  3.  A  stitch  ia  pasaed 
through  the  upper  part  of  the  muscle  alone  (not  including 
conjunctiva),  some  way  from  its  attachment,  and  tied  around 
the  included  part  of  the  miiaele,  and  the  needle  then  pasaed 
beneath  conjunctiva  and  fascia  and  brought  out  above  the 
upper  edge  of  the  cornea ;  the  lower  part  of  the  muscle  is 
treated  in  the  same  way ;  the  tendon  is  then  divided  from 
the  sclerotic  with  scissors,  and,  if  thought  necessary,  short- 
ened by  cutting  off  the  portion  in  front  of  the  sutures.  The 
needle  carrying  the  central  (guide)  thread  is  now  passed 
from  behind  forward  through  the  muscle  between  the  other 
two  BUtures  and  overlying  conjunctiva  and  tied.  The  upper 
and  lower  stitches  are  then  tied  tightly.  The  conjunctiva 
Is  a  good  deal  dragged  upon  above  and  below,  but  soon 
stretches,  or  the  sutures  partly  cut  through.  The  opponent 
rectus  is  divided  before  the  sutures  are  tied.  The  eyes 
should  both  usually  be  kept  quietly  tied  up  for  several 
days,  and  the  stitches  be  left  in  for  a  week,  or  until  they 
come  away,  if  silk. 

D.  Excision  of  toe  Eye. 

Instnunents  as  for  sauint.  The  operator  may  stand  either 
behind  or  in  front.  1.  Divide  the  ocular  conjunctiva  all 
around,  close  to  the  cornea.  2.  Open  Teuon's  capsule,  and 
divide  each  rectus  tendon  and  the  neighboring  fascia  on 

1  Tweedy  :  Lancet,  Mnrch  22. 1884. 
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the  hook ;  the  two  obliquea  are  seldom  divided  on  the  hook, 
3.  Make  the  eye  start  forward  by  preaaiqg  the  apeculum 
back  behind  the  equator  of  the  globe.  4.  Pass  the  scissors 
backward  along  the  sclerotic  till  their  open  blades  can  be 
felt  to  embrace  the  optic  nerve  (recognized  by  ita  toughness 
and  thickness),  and  divide  it  by  a  single  cut  while  steady- 
ing the  globe  with  a  finger  of  the  other  hand.  Finish  by 
dividing  the  oblique  muscles  and  remaining  soft  parts 
close  to  the  globe.  Apply  pressure  for  a  minute  or  two, 
and  then  tie  up  slightly  for  six  or  eight  hours  with  an 
elastic  pad  of  small  sponges  overlaid  by  cotton-wool.  There 
is  scarcely  ever  serious  bleeiitag.  The  artificial  eye  may  be 
fitted  in  from  three  to  four  weeks.' 

After  some  weeks  or  months  a  button  of  granulation 
tissue  occasionally  grows  from  the  scar  at  the  bottom  of 
the  conjunctival  sac,  and  should  be  snipped  off. 

The  oi>eration  is  more  difficult  when  the  eye  is  ruptured 
or  shrunken,  or  the  surrounding  parta  much  inflamed  and 
adherent.  The  order  of  division  of  the  muscles  is  imma- 
terial. The  important  points  are  to  leave  as  much  con- 
junctiva as  poasible,  so  as  to  form  a  deep  beil  for  the  glass 
eye,  and  by  keeping  the  scissors  close  to  the  globe  during 
the  whole  operation  to  avoid  unnecessary  laceration  of  the 
tissues. 

When,  as  in  some  cases  of  iutraocular  tumor,  it  is  de- 
sired to  remove  another  piece  of  the  optic  nerve,  the  nerve 
should  be  felt  for  with  the  finger,  seized  and  drawn  forward 
with  the  forceps,  and  cut  off  further  back  with  the  scissors. 

Snbstitutea  for  excision  of  the  eyeball.  Ahantnion  is  the 
removal  of  a  ataphylainatous  corncu  witii  the  front  part  of  the 
sclerotic,  leaving  the  hinder  part  of  the  globe  with  the  muscles 

1  The  glBBs  aye  mast  be  renewed  aa  often  as  ttgeW  rough,  generaUy  at  laaM 
once  a,  ymr.  Some  pi^TSijris  have  mui^h  difflciilcy  In  bilcratlnfi  It,  and  ibey 
muil  be  content  ti>  vmar  it  tbi  only  a  part  of  ihu  day.  It  is  always  lo  bo  re- 
moved at  bedtime. 
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attached  to  serve  as  a  movable  atump  for  carrying  the  artiflcial 
eye.  Four  or  five  semicircular  needles  carrying  sutures  are  made 
to  puncture  and  counter-puncture  the  aclerotlc,  just  ia  front  of 
the  attachments  of  the  recti ;  the  part  of  the  globe  in  front 
of  the  needles  ia  cut  off,  the  needles  drawn  through,  and  the 
BUturea  tied.  The  operation  ia  admiaaible  only  when  the  ciliary 
region  is  tree  from  disease,  and  has  therefore  a  very  limited 
application  ;  even  in  the  most  favorable  cases  the  stump  is  not 
entirely  free  from  the  risk  of  setting  up  sympathetic  inflamma- 
tion, and  I  therefore  never  perform  it.  It  is  said  that  if  the 
sutures  are  passed  only  through  the  eonj'unetiva  or  the  musctea, 
the  risk  ia  less  than  when  they  are  passed  through  the  sclerotic. 

The  operation  of  opCica-cilianj  Tieurotomy,  in  which  the  optic 
nerve  and  al!  the  ciliary  nerves  are  divided  without  removal 
of  the  globe,  with  the  view  of  preventing  sympathetic  disease, 
appears  to  me  to  be  bad  surgery.  The  sensibility  of  the 
cornea,  abolished  by  the  operation,  often  returns,  proving  that 
the  ciliary  nerves  have  reunited.  The  cut  ends  of  the  optic 
nerve  have  also  been  found  reunited,  and  though  union  may 
be  prevented  by  exsectiou  of  a  considerable  piece  of  the  optic 
nerve,  the  same  cannot  be  done  with  the  ciliary  nerves.  The 
operation,  therefore,  cuoaot  be  relied  upon  to  destroy  these,  nor, 
it  may  be  added,  any  of  the  other  possible  paths  (p.  173}  along 
which  sympathetic  irritation  and  inflammation  may  travel; 
indeed,  sympathetic  inSamraatioii  has  been  observed  to  follow 
the  operation  in  at  least  one  case. 

Evisceration  of  the  eye,  long  ago  performed  ia  certain  cases 
by  sundry  operators,  has  been  syetcmatically  practised  and  ad- 
vocated by  Mr.  Mules,'  of  Manchester,  and  Professor  Graefe,  of 
Halle,  The  front  of  the  eye  is  removed  at  the  aclero-corneal 
junction,  and  the  whole  contents  of  the  globe  emptied  out  with 
any  convenient  instrument,  very  great  care  being  taken  to  re- 
move every  trace  of  choroid  and  ciliary  body.  Mr.  Mules  then, 
after  enlai^ing  the  scleral  opening  by  a  vertical  slit,  introduces 
into  its  cavity  an  hermetically  closed,  hollow  glass  ball,  and 
stitches  the  sclerotic  carefully  over  it  with  fiue  catgut,  the  con- 
juactiva  being  separately  sewn  afterward.     The  parts  shoold 

1  Hulea :  Tibob.  Ophtb.  Sac. ,  vol.  v.  p.  200, 1S35, 
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be  irrigated  during  the  whole  operation.  There  is  more  reac- 
tion than  after  excision,  and  if  the  sclerotic  be  much  inflamed, 
or  if  suppuration  occur,  the  stitches  may  give  way.  The  in- 
troduction of  the  glass  globe  is  not  an  essential  part  of  the 
proceeding,  its  object  being  merely  to  improve  the  stump. 
Graefe  advocates  evisceration  as  less  likely  than  excision  to 
be  followed  by  meningitis — a  terrible  accident,  which  every 
now  and  then  occurs.  Mules  defends  it  as  likely  to  be,  equally 
with  excision,  a  safeguard  against  sympathetic  disease,  while 
allowing  a  better  stump  for  the  artificial  eye. 

E.  Operations  on  the  Cornea. 


1.  Bemoval  of  foreign  bodies.    Instruments :  a  steel  spud, 
Fig.  141,  or  a  broad  needle  with  double  cutting  edge,  Fig. 

Lutionof  cocaine  is  to  be  dropped  in 


^ 
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Aptek-treatmk.'JT.  Tie  the  eye  up,  ao  aa  to  protect 
the  corneal  surface  from  friction  and  irritation.  Atropine 
19  to  be  used  if  tiiere  be  marked  congestion  and  photo- 
phobia. 

When  a  splinter  is  deeply  and  firmly  embedded,  especi- 
ally if  it  have  penetrated  the  cornea  and  is  projecting  into 
the  anterior  chamber,  its  removal  is  often  very  difficult. 
Unless  great  care  be  taken  the  splinter  in  such  a  case  may 
be  pushed  on  into  the  chamber,  and  the  iris  or  lens  be 
wouoded.  This  may  sometimes  be  prevented  by  passing 
a  broad  needle  through  the  cornea  at  another  part,  and 
laying  it  against  the  inner  surface  of  the  wound,  so  aa  to 
form  a  guard  or  foil  to  the  foreign  body,  the  latter  being 
removed  by  spud  or  forceps  from  the  front. 

A  foreign  body  in  the  anterior  chamber  should  in  recent 
cases  always  be  removed,  and  the  piece  of  iris  on  which  it 
lies  must  generally  l>e  excised.  In  ca.ses  of  old  standing 
we  may  judge  by  the  symptoms  whether  to  operate  or  not. 

2.  FaracentesiB  of  the  anterior  chamber.  Position  as  for 
1,  or  recumbent;  general  aniosthesia  not  necessary.  In- 
struments: a  paracentesis  needle.  Fig.  143,  with  a  very 


Parscenleala  ne«dle  and  pmbe  mounled  on  mtae  liandJe, 

small,  short,  triangular  blade,  bent  at  an  obtuse  angle,  like 
a  minute  bent  keratome ;  or  a  broad  needle,  Fig.  1 42,  The 
former  is  more  safe,  as  the  blade  is  too  short  to  reach  the 
iris  or  lens,  even  if  the  patient  should  jerk  his  head.  If 
the  contents  of  the  chamber  do  not  follow  the  needle  on 
its  withdrawal,  a  small  probe.  Pig.  14.'J,  is  passed  into  the 
wound.  In  cases  where  the  operation  needs  repeating  every 
day  or  two  the  original  wound  can  generally  be  reopened 
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with  the  probe.  Speculum  ami  fixation  forceps  should  be 
used  unless  the  patient  lioa  good  self-control. 

'A.  Corneal  section  for  hypopyon  ulcer.  Position  recum- 
bent; general  aniesthesia  seldom  needed.  Instruments;  a 
Graefe's  or  Beer's  cataract  knife,  Figs,  151  and  157,  apec- 
ulum  and  fixation  forceps.  The  incision  is  carried  through 
the  whole  thickness  of  the  cornea  from  one  side  of  the  ulcer 
to  the  other,  being  both  begun  and  finished  in  sound  tissue. 
Or  it  may  be  placed  entirely  in  sound  cornea,  or  at  the 
sclero-corneal  junction,  leaving  the  ulcer  untouched;  the 
last  position  avoids  all  risk  of  wounding  the  lens. 

The  knife  is  entered  at  an  angle  with  the  plane  of  the 
iris,  its  edge  straight  forward;  when  its  point  is  seen,  or 
judged  to  have  perforated  the  cornea,  the  handle  is  de- 
pressed until  the  back  of  the  knife  lies  parallel  with  the 
iris,  and  the  blade  then  pushed  straight  across  the  ulcer  to 
the  point  chosen  for  counter-puncture;  often  in  practice 
it  is  simply  pushed  on  till  it  cuts  out.  The  aqueous  ought 
not  to  escape  until  the  point  of  the  knife  is  engaged  in  its 
counter-puncture,  but  an  earlier  escape  cannot  always  be 
avoided.  If  it  be  desired  to  keep  the  wound  open,  its  edges 
are  to  be  separated  by  a  probe  every  second  or  third  day. 
The  wound  closes  quickly  at  first  unless  kept  open,  but 
after  having  been  opened  a  few  times  it  sometimes  remains 
patent  for  longer. 

4.  Oanterization  of  the  cornea  is  best  performed  with  a 
very  fine  galvano-caustic  terminal.  The  finest  terminal  of 
Paquelin's  instrument  may  be  used,  but  its  action  cannot 
be  so  well  localized  owing  to  the  greater  bulk  of  the  heated 
metal.  If  the  eye  be  much  congested,  I  generally  apply 
solid  cocaine  hydrochlorate  to  the  part  to  be  burnt  aud 
to  the  part  where  the  fixation  forceps  will  be  applied. 

Operations  for  Conical  Cornea.  The  object  is  to 
produce  a  scar  at  the  ajiex  of  the  cone,  which  by  contract- 
ing shall  reduce  the  curvature,  and  so  diminish  the  high 
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degree  of  irregular  myopic  aatigmatism  to  which  the  con- 
dition gives  rise. 

There  are  several  methods.  1.  Graefe's  treatment  con- 
sisted in  first  carefully  shaving  off  the  apex  of  the  cone 
without  entering  the  anterior  chamber,  and  then  producing 
an  ulcer  by  touching  the  raw  surface  with  solid  mitigated 
nitrate  of  silver  (F.  1),  and  so  obtaining  a  scar.  Thia 
method  is  more  painful  and  less  safe  than  others,  and  is  now 
seldom  used.  2.  In  another  operation  the  apex  of  the 
cone  is  cut  off  with  a  cataract  knife,  the  anterior  chamber 
being  entered,  and  the  wound  either  left  to  close  or  united 
by  sutures;  there  are  several  different  modes  of  removing 
the  little  piece.  3.  Sir  William  Bowman  removed  the 
outer  layers  of  the  cone  by  means  of  a  very  delicate  cut- 
ting trephine,  and  left  the  surface  to  heal  and  contract. 
4.  The  galvanic  cautery  is  now  being  a  good  deal  used 
instead  of  the  knife  or  trephine;  I  have  found  that  the 
opacity  left  by  the  cautery  ia  apt  to  engage  a  larger  area 
than  that  caused  by  the  cutting  operations,  but  more  ex- 
perience is  needed  before  deciding  on  the  relative  merits 
of  Nos.  2  and  4. 

After-treatment.  Atropine  and  compressive  band- 
age until  the  wound  has  closed  ;  antiphlogistic  treatment, 
and  heat  locally,  if  inflammatory  symptoms  arise. 

All  operations  for  conical  cornea  are  difficult  to  perform 
and  somewhat  uncertain  in  result,  but  in  many  cases  vision 
improves,  from  barely  seeing  very  targe  letters  before 
operation  to  reading  smal!  print  afterward.  The  final 
result  is  never  gained  for  several  months.  An  artificial 
pupil  may  be  necessary  if  a  large  corneal  opacity  finally 
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F.  Operations  on  the  Ieis. 

A  portion  of  the  iris  is  very  often  removed  by  operation 
(iridectomy),  with  various  objects.     The  principal  of  these 
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are :  (1)  the  direct  iniprovetaeut  of  aight  by  altering  the 
poaitioo  aud  size  of  the  pupil  (artificial  pupil);  (2)  to  in- 
fluence the  course  of  an  active  disease — glaucoma,  iritis, 
nicer  of  the  cornea  with  hypopyon  ;  (3)  to  remove  the  risks 
attending  "  esclusion  "  and  "  occlusion  "  of  the  pupil  by 
restoring  communication  between  the  anterior  and  poste- 
rior chambers ;  (4)  as  a  stage  in  the  extraction  of  cataract. 

Iridectomy  iften  causes  aatigmatism  by  giving  rise  to  flatten- 
ing of  that  meridian  of  the  cornea  which  forma  a  right  angle 
with  the  operation  wound,  and  by  bringing  the  edge  of  the 
cornea  and  tens  into  use  permits  the  spherical  aberration,  Fig. 
9,  which  the  iris  naturally  prevents ;  strise,  if  present  in  the 
leas,  add  to  these  difficulties,  all  of  which  are,  cteterii paribm, 
greater  if  the  artificial  pupil  be  lai^e  and  uncovered  by  the 
upper  lid.  Thus  it  is  evident  that  an  artificial  pupil  should 
seldom  be  made  (or  the  optical  improvement  of  sight  unless 
the  opacity  in  or  over  the  natural  pupil  be  such  aa  to  interfere 
seriously  with  visual  acuteness. 

Artificial  papll.  The  object  is  to  remove  the  portion  of 
iris  in  the  position  best  adapted  to  flight ;  thus,  in  cases  of 
leucoma  the  iridectomy  is  made  opposite  the  clearest  part 


IrtdecWroy  downward  acd  Inward  for  artificial  pupiL 

of  the  cornea.  When  the  state  of  the  cornea  allows  it,  the 
new  pupil  should  be  made  down-inward  or  straight  down- 
ward ;  the  nest  best  place  is  outward  or  out-upward  ;  and 
straight  upward  is,  of  course,  least  useful,  because  the  new 
pupil  will  be  covered  by  the  lid.  The  coloboma  should 
genemlly  be  small,  and  ofteo  only  the  inner  (pupiUary) 
part  of  the  chosen  portion  is  to  be  removed,  the  outer 
(ciliary)  part  being  left,  Fig.  144,  so  as  to  prevent  the 
18 
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light  passing  through  the  margin  of  the  lens  (p.  40).  After 
such  au  operation  the  pupil  will  be  oval  or  pear-shaped,  and 
widest  toward  the  centre.  The  incision  should  lie  in  the 
corneal  tissue  if  only  the  pupiUary  part  of  the  iris  is  to  be 
removed  ;  bat  if  oaly  a  narrow  zone  of  cornea  remain  clear 
the  incision  must  lie  a  little  outside  the  sclero-comeal  junc- 
tion, lest  its  scar  should  interfere  with  the  transparency  of 
the  remainiog  clear  cornea.  The  loop  of  iris  should  be  cut 
off  with  a  single  snip. 

In  iridectomy  for  glaucoma  the  coloboma  is  to  be  large, 
the  iris  to  be  removed  quite  up  to  its  ciliary  attachment, 
and  the  incimon  to  lie  as  far  back  in  the  sclerotic  as  pos- 
sible ;  ]  to  2  mm.  from  the  border  of  the  cornea  is  not  too 
far.  The  coloboma  should  be  wider  toward  the  wound 
than  toward  the  pupil,  so  as  to  form  a  "  keyhole  pupil," 
Fig.  145.    The  loop  of  iris,  when  drawn  out,  is  usually  cut 
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first  in  one  angle  of  the  wound,  then  torn  from  its  ciliary 
attachment  by  carefully  drawing  it  over  to  the  other  angle 
of  the  wound,  and  its  other  end  cut  there. 

The  difficulty  of  making  an  artificial  pupil  for  optical 
purposes  of  the  beat  shape — (.  e.,  broad  toward  the  natural 
pupil  and  narrow  toward  the  circumference,  is,  owing  to 
the  small  size  of  the  parte,  much  greater  than  would  be  at 
first  Bupposeil,  and  several  methods  are  in  use.  In  Mr 
Critchett's  iridodeds  a  loop  of  iris  is  drawn  out,  and 
strangulated  by  a  fine  ligature  tied  around  it  over  the 
incision;  the  little  loop  soon  drops  oK,  and  the  result  is 
a  pear-shaped  pupil,  with  its  broail  eud  toward  the  centre. 
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Irritation  and  even  destructive  iridocyclitis  sometimes 
follow,  and  the  operation  has  therefore  been  abandoned. 
Another  plan  is  to  draw  out  a  small  loop  of  iris  with  a 


Fio.  146. 
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Iridotomy  sciasors. 


blunt  hook  (Tyrrell's  hook),  and  to  cut  off  only  the  pupil- 
lary portion ;  this  method  is  uncertain,  but,  on  the  whole, 
it  gives  good  results. 
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Iridotomy  (m'toniy).  In  thia  operatioD  an  artificial  pupil 
is  formed  by  the  natural  gaping  of  a  aiiople  iDciaion  in 
the  iris.  It  is  only  applicable  when  the  Lena  ia  absent. 
Through  a  small  inciaiou  in  the  cornea,  between  the 
centre  and  margin,  the  scissora  (aheara)  shown  at  Fig, 
146  are  passed;  the  more  pointed  blade  is  passed  behind 
the  iria  as  far  as  is  deemed  ueceasary,  and  the  iria  and 
false  membrane  divided  by  a  single  closure  of  the  blades. 
It  is  sometimes  necessary  to  make  a  second  cut  at  an  angle 
with  the  first,  so  as  to  include  a  V-shaped  tongue  of  iris 
which  will  shrink  and  allow  a  larger  pupil. 

Iridotomy  is  most  useful  when  the  iiia  ha^  become  tightly 
drawn  toward  the  operation  scar  by  iritis  occurring  after 
cataract  extraction.  Fig.  158.  The  line  of  the  cut  in  the 
iris  should  lie,  as  nearly  as  may  be,  across  the  direction  of 
its  fibres,  and  should  always  be  aa  long  as  possible.  In 
cases  of  this  sort,  or  when,  even  without  such  dragging  of 
the  iris  toward  the  scar,  the  pupil  is  filled  by  iritic  or 
cy clitic  membrane  after  cataract  extraction,  iridotomy 
yields  a  better  pupil  than  iridectomy,  with  leas  disturb- 
ance of,  and  no  dragging  upon,  the  ciliary  body. 

The  Operation  of  iRiDECTOSiy.  Position  recumbent ; 
the  operator  usually  stands  behind.     Anesthesia  is  often 
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advisable,  but  many  operators  prefer  cocaine ;  I  myself 
prefer  general  anteathesia  whenever  the  operation  is  orit^ 
likely  to  be  difficult.  Instruments :  stop  speculum, 
Fig.  137,  fixation  forceps,  bent  keratome.  Fig.  147,  iriB 
forceps,  bent  at  various  angles  according  to  the  position  o( 
the  iridectomy.  Fig.  149,  iris  scissors,  De  Wecker's  or  those 
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with  elbow  bend,  Fig.  148,  of  which  some  patteroa  have 
one  or  both  bladea  probe-pointed,  a  curette,  Fig,  153,  or 
small  metallic  spatula  for  replacing  the  cut  ends  of  the  iria, 
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and  preventing  their  incarceration  in  the  angles  of  the 
wouuii.  The  iridotomy  aeisaors.  Fig.  14H,  are  very  con- 
venient, especially  for  downward  aad  inward  operationa, 
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and  for  the  left  hand.  Most  operators  prefer  Graefe's 
cataract  knife,  Fig.  151,  to  the  triangular  keratome  in 
iridectomy  for  glaucoma. 

The  conjunctiya  is  held  by  the  fixation  forceps  near  the 
cornea,  at  a  point  opposite  to  the  place  selected  for  pane* 
tnre.  1.  The  keratome  is  to  be  entered  slowly,  steadilj 
pushed  on  across  the  anterior  chamber  till  the  wound  is 
of  the  desired  size,  then  slowly  withdrawn,  and,  in  with* 
drawal,  its  blade  carefully  turned  to  one  side,  so  as  to 
loigthen  the  internal  wound.  Two  points  need  attention : 
as  soon  as  the  point  of  the  knife  is  visible  in  the  anterior 
chamber,  it  must  be  tilted  slightly  forward  to  avoid  wound- 
ing the  iris  and  lens ;  and  care  must  be  taken  not  to  tilt  it 
sideways,  for  if  this  be  done  the  wound,  instead  of  lying 
parallel  with  the  border  of  the  cornea,  will  lie  more  or  less 
across  that  h'ne.  The  incision  is  made  almost  as  much  by 
lifting  the  eye  against  the  knife  with  the  fixation  forceps' 
as  by  pushing  the  knife  against  the  eye.  The  forceps  are 
now  laid  down,  or  if  fixation  be  still  necessary,  they  are 
given  to  an  assistant,  who  is  to  gently  draw  the  eye  into 
the  position  required  for  the  next  step ;  in  so  doing  he  is 
to  draw  away  from  the  eye,  not  to  push  the  ends  of  the 
forceps  against  the  sclerotic.  2.  The  iris  forceps  are  in- 
troduced, closed,  into  the  wound,  and  passed  very  nearly 
to  the  pupillary  border  of  the  iris  before  being  opened, 
and  made  to  grasp  it.  By  seizing  the  pupillary  part  of 
the  iris  its  inner  circle  is  certain  to  be  brought  ouside  the 
wound,  when  the  forceps  are  now  withdrawn ;  if  the  iris 
be  seized  in  the  middle  of  its  breadth  a  buttonhole  may  be 
cut  out,  and  the  pupillary  part  left  standing.  Often  the 
iris  is  carried  into  the  wound  by  the  gush  of  ar^ueous  as 
the  keratome  is  withdrawn,  and  it  is  then  seized  without 
passing  the  forceps  so  far  into  the  chamber.  3.  The  loop 
of  iris  having  been  cut  off,  either  at  a  single  snip,  or  by 
cutting  first  one  end  and  then  the  other,  as  in  glaucoma 
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(p.  410),  the  tip  of  the  curette  or  spatula  is  paaaed  ioto 
each  angle  of  the  wound  to  free  the  iris  should  it  be 
entangled  ;  it  is  important  to  make  sure  that  no  iris  is  left 
incarcerated  in  the  track  of  the  wound.  The  speculum  ia 
now  removed,  and  the  eye,  or  both  eyes,  bandaged  over 
a  pad  of  cotton-wool,  either  with  a  four-tailed  bandage  of 
knitted  cotton,  or  two  or  three  turns  of  a  soft  cotton  or 
flannel  roller. 

The  anterior  chamber  is  refilled  in  twenty-four  hours, 
except  in  cases  of  glaucoma,  when  the  wound  frequently 
leaks  more  or  less  for  several  days.  It  ia  aa  well  in  all 
casea  to  keep  the  eye  bandaged  for  a  week,  the  wound 
being  but  feebly  united,  and  likely  to  give  way  from  any 
slight  blow  or  other  accident.  When  the  incision  lies  in 
or  partly  in  the  sclerotic,  some  bleeding  generally  occurs ; 
when  the  eye  ia  much  congested  this  hemorrhage  is  con- 
siderable, and  the  blood  may  run  into  the  anterior  chamber 
either  during  or  after  the  excision  of  the  iris ;  it  can  be 
drawn  out  by  depressing  the  lip  of  the  wound  with  the 
curette,  but  if  the  chamber  again  fills,  no  prolonged  efforts 
need  be  made,  since  the  blood  is  usually  absorbed  without 
trouble  in  a  few  days.  In  diseased,  especially  glaucoma- 
tous eyes,  however,  ita  absorption  is  often  slow.  Secondary 
hemorrhage  sometimes  occurs  from  a  diseased  iris  several 
days  after  the  operation. 

Sderotomr  is  an  operation  for  dividing  the  sclerotic  near 
to  the  margin  of  the  cornea.  It  is  employed  in  glaucoma 
instead  of  iridectomy,  or  after  iridectomy  has  failed.  The 
pupil  is  to  be  contracted  as  much  as  possible  by  eserine  before 
the  operation.  It  is  often  performed  subconjunctival  ly,  a 
Graefe'a  cataract  knife,  Fig.  1.51,  being  entered  through 
the  sclerotic  near  the  margin  of  the  cornea,'  passed  in  front 
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of  the  iris,  and  brought  out  at  a  corresponding  point  on 
the  other  side,  so  as  to  include  nearly  one  third  of  the  cir- 
cumference;  the  puQCture  and  counter-puncture  are  then 
enlarged  by  slow,  sawing  movementa  ;  the  central  quarter 
of  the  sclerotic  flap  and  the  whole  of  the  conjunctiva  fex- 
cept  at  the  puuctures)  are  left  undivided.  The  knife  is 
then  slowly  withdrawn.  The  whole  operation  is  to  be  done 
very  slowly,  that  the  aijueous  may  escape  gradually  ;  any 
rush  of  fluid  is  likely  to  carry  the  iris  into  the  wound  and 
cause  a  permanent  prolapse,  a  result  to  be  carefully  avoided. 
If  prolapse  occur  the  iris  should  be  excised,  and  the  opera- 
tion then  becomes  a  very  peripheral  iridectomy,  A  moder- 
ate degree  of  bulging  and  separation  of  the  lips  of  the  two 
scleral  wounds  tattes  place  for  a  week  or  two,  when  the  scar 
flattens  down,  and  finally  a  mere  bluish  line  is  left.  Scle- 
rotomy is  also  performed  with  a  triangular  keratorae.  Fig. 
1  being  just  aa  for  a  very  peripheral  iridec- 
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tomy,  but  no  iris  being  removed  or  allowed  to  prolapse. 
Sclerotomy  is  difficult  to  perform  well,  is  not  free  from 
risk,  and  on  the  whole  has  not  answered  early  expecta- 
tions;  it  is,  however,  valuable  as  a  reserve  for  certain 
cases.  In  Fig.  1.50,  /shows  the  line  of  incision  in  iridec- 
tomy for  glaucoma,  and  S  the  line  in  sclerotomy. 


G,  Operations  for  Cataract. 
1.  Extraction  of  cataract  has  been  systemati- 
cally practiseil  for  nearly  a  century  and  a  half. 
The  operation  has  passed  through  several  im- 
portant changes,  and  procedures  diflering  i 
or  less  from  each  other  are  still  in  use.     All  the 
operations   are  difficult    to  perform    well,  e 
much  practice  is  needed  to  ensure  the  best  pros- 
pect of  success.    The  sources  of  possible  failure 
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are  many,  and  as  in  avoiding  one  we  are  apt 

to  fall  into  another,  it  cannot  be  expected  that 

any  one  operation  will,  in  all  its  details,  ever  be 

universally  adopled.     At  present  the  majority 

of  surgeons  adhere  more  or  less  closely  to  the 

operation    known    as   the    "  modified    linear" 

method  of  von  Graefe,  in  which  iridectomy  forms 

a  step   in    the    proceeding.      Mauy  operators,    cm*!' «' 

however,  dispense  with  iridectomy  on  account  of  (lowaron 
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the  cosmetic  and  optical  advantages  of  a  round  pupil.  That 
many  cataracts  can  be  easily  and  safely  extracted  withoat 
iridectomy  admita  of  no  doubt ;  and  it  appears  equally  cer- 
tain that  some  cases,  esjiecially  wbere  the  lens  is  very  hard, 
cannot  be  dealt  with  properly  In  this  way.  Any  operator 
of  experience  is  fully  justified  in  leaving  the  iris  intact 
unless  there  be  difliculty  in  delivering  the  tens  through 
the  pupil,  or  difficulty  in  perfectly  replacing  the  iris  after- 
ward, or  the  patient  be  very  restless ;  iu  either  of  these 
events  iridectomy  should  be  performed  at  the  moment 
when  required.  Eaerine  used  just  before  and  a  few  times 
after  the  operation  appears  to  assist  in  preventing  prolapse 
of  the  iris  afterward.  If  prolapse  occurs,  as  it  may  sev- 
eral days  after  operation,  it  is  best  to  remove  it  carefully, 
as  in  a  case  of  accidental  wound  (p.  188). 

All  operations  for  extraction  of  hard  cataract  agree  on 
the  following  points :  I,  An  incision  is  made  in  the  cornea, 
at  the  junction  of  cornea  and  sclerotic,  or  even  slightly  in 
the  sclerotic,  large  enough  to  give  exit  to  the  crystalline 
lens  unbroken  and  unaltered  in  shape.  The  knife  now 
almost  universally  employed  is  the  narrow,  thin  straight 
knife  of  von  Graefe,  Fig,  151.  2.  The  capsule  is  freely 
opened  with  a  small  sharp-pointed  instrument,  cyatitome 
or  pricker.  Fig.  153.  3.  The  lens  is  removed  through  the 
rent  in  the  capsule  (the  latter  structure  remaining  behind), 
either  by  pressure  and  manipulation  outside  the  eye,  or  by 
means  of  a  traction  instrument,  scoop  or  spoon.  Fig.  152, 
passed  into  the  eye  just  behind  the  iens.  Few  operators, 
however,  use  the  scoop,  except  for  certain  emergenoiea  and 
special  cases.  4.  Iridectomy  is  very  oftfiu  performed  as 
the  second  stage.  This  part  of  the  operation  was  origin- 
ally introduced,  less  with  the  object  of  facilitating  the  exit 
of  the  lens  than  with  that  of  preventing  prolapse  of  the  iris 
and  lessening  the  after^risks  of  iritis.  But  these  untoward 
results  do  not  occur  so  often  with  cocaine  and  antiaeptica 


OPERA  TIONS. 


as  formerly ;  and,  oa  already  stated,  many  now  omit  iridec- 
tomy. A  few  of  the  many  surgeons  who  adhere  to  iridec- 
tomy prefer  to  perform  it  some  weeita  or  months  before  the 
extraction  of  the  lens,  preliinujanj  irideelomy ;  the  theory 
being  that  iritis  is  less  likely  to  follow  if  the  cut  edges  of 
the  iris  are  soundly  healed  before  the  lens  rubs  against  them 
on  its  way  out.  Patients,  however,  will  not  or  cannot 
always  submit  to  this  subdivision  of  the  operation  for  cata- 
ract, and  for  this  and  other  reasons  of  expediency  prelim- 
inary iridectomy  cannot  be  employed  so  largely  as  may, 
perhaps,  on  theoretical  grounds  be  desirable.  In  my  own 
practice  I  keep  it  for  cases  where  special  risks  or  difficul- 
ties are  present,  aa,  e.  y.,  where  the  patient  has  only  one 
eye. 

The  following  are  the  chief  varieties  of  operation  for 
cataract  at  present  practised  : 

(o)  Simple  linear  extraction,  best  described  here,  though 
not  applicable  to  hard  cataract.  A  small  incision  (4  to  6 
mm.)  is  made  by  a  keratome,  Fig.  147,  well  within  the 
margin  of  the  cornea,  with  a  small  iridectomy  if  necessary. 
After  opening  the  capsule  the  lens  is  squeezed  out  piece- 
meal, or  coaxed  out  by  depressing  the  outer  lip  of  the 
wound  with  the  curette.  Fig.  153.  Only  quite  soft  cata- 
racts, or  those  in  which  the  nucleus,  though  firm,  is  very 
small,  can  be  so  dealt  with. 

The  wish  to  extend  the  principle  of  a  straight  wound  to 
full-sized  hard  cataracts,  led  by  von  Graefe,  in  1865,  to  in- 
troduce (6)  the  modified  linear  or  peripheral  linear  extrac- 
tion, in  which  the  incision  lies  slightly  beyond  the  sclero- 
comeal  junction.  Fig.  155, 2,  and  consequently  involves  the 
conjunctiva,  of  which  a  flap  is  made.  The  incisiou  is  in- 
tended to  form  an  arc  of  the  largest  possible  circle — L  e., 
of  the  scleral,  not  of  the  corneal  curve;  its  plane,  there- 
fore, must  tie  as  nearly  as  may  be  in  a  radius  of  the  scleral 
curve,  and  at  a  considerable  angle  with  that  of  the  iris, 
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Fig.  156,  2.  A  large  iridectomy  is  performed  as  the  second 
stage.  The  incision  is  made  with  the  Graefe  knife,  Fig. 
151,  which  is  at  first  directed  toward  the  centre  of  the 
pupil  and  then  brought  up  to  the  seat  of  counter-puncture. 
The  edge  is  turned  somewhat  forward  during  the  greater 
part  of  the  proceeding,  and  the  cut  completed  by  sawing 
movements  if  needful.  The  disadvantagea  of  the  periph- 
eral linear  extraction  are :  the  frequency  of  bleeding  from 
the  conjunctiva  into  the  anterior  chamber,  the  parts  being 
thus  obscured ;  a  considerable  risk  of  loss  of  vitreous,  owing 
to  the  peripheral  position  of  the  wound  and  sometimes  a 
difhculty  in  making  the  lens  present  well ;  a  small  but 
appreciable  risk  that  the  operated  eye  will  set  up  sympa- 
thetic inflammation,  the  wound  lying  in  the  "  dangerous 
region"  (p.  173);  lastly,  there  is  a  tendency  to  make  the 
wound  rather  too  short  in  order  to  avoid  some  of  theee 
risks,  and  thus  difficulties  are  introduced  in  the  clean  re- 
moval of  the  lens.  Its  great  advantage  lies  in  the  rapid 
healing  and  consequent  small  attendant  risk  of  suppurative 
inflammation. 

A  variety  of  this  operation  consista  in  placing  the  incision 
rather  further  down,  and  at  the  same  time  giving  it  a  some- 
what sharper  curve,  so  that  it  forms  an  arc  of  a  smaller 
circle  than  before,  but  is  still  not  concentric  with  the  cor- 
nea, Fig.  155,  3,  upper  section.  The  puncture  is  directed 
somewhat  downward  (as  at  the  right-hand  end  of  the  fig- 
ure), and  its  plane,  which  at  the  puncture  and  counter- 
puncture  is  almost  parallel  with  the  iris,  alters  to  nearly  a 
right  angle  at  the  summit  of  the  flap.  The  track  of  the 
wound,  if  shaded,  would  appear  as  in  the  figure. 

(c)  Skorl  Jlap  (De  Wecker).  The  incision,  made  with 
the  same  knife,  lies  exactly  at  the  sclero-corneal  junction, 
and  is  of  such  an  extent  that  it  haa  a  height  of  about  3 
mm.,  one-quarter  of  the  diameter  of  the  cornea.  Fig.  154. 
A  narrow  rim  of  conjunctiva  remains  attached  to  the  flap. 
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The  iridectomy,  if  made,  is  small,  as  in  Fig.  144.  For 
very  bulky  cataracts  this  incision  is  not  quite  large  enough 
(rf)  The  inciaion  has  nearly  the  same  curve  and  plane  a; 
in  b,  hut  the  greater  part  of  it  lies  considerably  within  thi 
margin  of  the  cornea,  corneal  section,  and  iridectomy  ii 
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usually  dispensed  with.  Liebreich  and  Bader  made  the 
section  downward,  its  plane  forming  an  angle  of  about 
45°  with  that  of  the  iris.  Fig.  155,  3,  tower  section.  In 
Lebrun's  corneal  operation  an  almost  identical  section  is 
made  upward ;  the  upper  section  of  3,  Fig,  155,  if  placed 
further  in  the  coraea,  would  nearly  represent  it.  The  cor- 
neal operations,  without  iridectomy,  are  easy  to  perform, 


P&tb*  of  laolsjnn  for  extraction  of  cataiacl.  1,  old  Bap;  2,  peripberal 
llnear:8(oppcrFlg.),  a  variety  oftliB  perljiberal  ILnEur  ;  (lower  Fig.)  corneal 
■ecUoD.  Tbe  wound  appeaia  as  a  uarro«BUt(2)  or  &  broad  tract  (I),  when 
■een  from  Ibe  front,  aecording  to  tbe  Intillnaltdn  of  11a  plane.  The  dottad 
drele  shows  Ibeaierageouttloe  of  tbe  lens.    Com  pure  Fig.  I5G, 

compared  with  thoee  in  which  the  section  lies  further  back  ; 
the  wound,  however,  does  not,  on  the  whole,  heal  so  quickly, 
and  it  is  more  likely  to  reopen  about  the  fourth  or  fifth  day. 
(e)  Old  flap  extraction  (Daviel,  Beer,  now  very  little 
used).  The  incision  was  slightly  within  the  visible  margin 
of  the  cornea,  concentric  with  it,  and  equal  to  at  least  half 
its  circumference,  1,  Fig.  155,  thus  forming  a  large  arc  of 
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%  small  drde,  the  plane  of  tbe  inebum  being  panlkl 
that  of  the  iris,  1,  Fig.  156 ;  no  iridectomy  was  made*  The 
inoiaon  was  made  with  the  triangahur  knife  of  Beer,  fig. 
167,  in  which  the  blade  near  its  heel  ii9  sosMwliat  wider 

Fis.  166. 


Hm  fame  lectloii  nen  in  pioSle  diowing  the  plane  of  tbeineUkm  In  1, 2, 

and  the  lower  ■ecUon  of  8. 

than  the  height  of  the  flap,  and  section  being  completed 
by  simply  poshing  tbe  knife  across  the  anterior  chamber 
^t  with  thVk  itB  back  correopondiag  to  the  ba»  of  the 

intended  flap.  The  inner  length  of  the  wound  is  less  than 
the  outer  by  the  thickness  of  the  obliquely  cut  cornea  at 
each  end,  1,  Fig.  155. 

The  flap  operation  was  usually  done  without  either  anaes- 
thesia, speculum,  or  fixation  forceps.  The  after-treatment 
was  troublesome.    But  the  great  height  of  the  flap,  in  pro- 

FlG.  157. 


Beer's  cataract  knife. 

portion  to  its  width,  renders  it  very  liable  to  gape,  or  even 
to  fall  forward;  and  this,  with  the  fact  that  the  whole 
wound  lies  in  corneal  tissue,  considerably  increases  the  risks 
of  large  and  dangerous  prolapse  of  the  iris  and  of  rapid 
suppurative  inflammation  of  the  cornea.  For  these  reasons 
the  old  flap  extraction  has  been  almost  abandoned  in  favor 
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of  the  peripheral  linear,  corneal  section,  and  short  flap  oper- 
ationa,  which  yield  a  much  larger  average  of  useful  eyes. 

Historically,  the  flap  operation  was  the  earliest ;  then 
came  the  linear  operation ;  thirdly,  the  modified  or  periph- 
eral linear  operation,  with  iridectomy ;  then  the  modem 
corneal  operations  and  short  flap,  the  aim  of  which  is  to 
gain  the  eubatantial  advantages  both  of  the  old  flap  and 
the  modified  linear  methods  without  the  great  risks  of  the 
former  or  the  imperfections  of  the  latter ;  lastly,  iridec- 
tomy has,  as  stated  above,  been  again  abandoned,  more  or 
less  completely,  by  many  operators. 

Of  other  operations  the  moat  important  is  Pagenst«cher's, 
in  which  the  lens  is  removed  by  a  scoop  in  its  unBroken 
capsule.  It  is  most  applicable  to  cataracts  which  are  over- 
ripe or  are  complicated  with  old  iritis,  and  to  Morgagnian 
cataract  (p.  200). 

For  methods  of  dealing  with  unripe  senile  cataract  see 
p.  204. 

The  chief  eomplieaHoTis  which  may  arise  during  extraciion 
of  mtaraet  are :  1.  Too  short  an  incision ;  this  is  best  reme- 
died by  enlarging  with  a  small  bent  "  secondary  knife." 
2.  Escape  of  vitreous  before  expulsion  of  the  lens;  this  is 
a  signal  for  the  prompt  removal  of  the  lens  with  a  scoop. 
Fig.  Ifi2,  the  vitreous  being  afterward  cut  off  level  with 
the  wound  by  scissors.  3.  Portions  of  the  lens  remaining 
behind  after  the  chief  bulk  has  been  expelled  ;  they  should 
be  coaxed  out  by  gentle  manipulation  after  removal  of  the 
speculum. 

Aftek-tbeatment  of  Extraction.  The  patient  is  best 
in  bed  for  from  four  to  seven  days.  The  dressing  consists 
of  a  piece  of  soft  linen  overlaid  by  a  pad  of  cotton-wool  or 
alembroth  tissue,  and  kept  in  place  by  a  four-tailed  band- 
age of  knitted  cotton,  or  a  narrow  flannel  or  open  tissue 
roller.  Both  eyes  are  to  be  bandaged.  It  is  advantageous 
to  apply  outside  the  bandage  a  light  wire  cage  to  prevent 
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the  patient  from  striking  or  rubbing  tlie  eye  dnring  sleep. 
The  room  is  usually  kept  partly  dark  for  about  a  week,  all 
dressings  and  examinations  being  made  by  the  light  of  a 

Some  operators  keep  their  cataract  patients  from  the  flrat  in 
daylight,  and  with  nn  other  dreasiog  than  some  strips  of  isin- 
glass plagt«r  to  maintain  closure  of  the  lids.  Others  bandage 
only  the  operated  eye.  Old  people  occasionally  get  delirious 
if  kept  in  bed  and  in  the  dark  after  extraction  of  cataract  or 
iridectomy,  and  for  such,  at  any  rate,  the  ordinary  rules  as  to 
bandaging,  dartnefis,  and  confinement  to  bed  must  be  relaxed. 
In  my  experience  the  aubjecta  of  this  delirium  have  usually 
been  ^coholics ;  but  I  believe  that  imprudent  use  of  strong 
mydriatics  may  produce  it  in  some  old  persons  who  have  sot 
been  habitual  drinkers. 

During  the  first  few  hours  there  will  be  some  sorenesa 
and  smarting,  and  at  the  first  dreeeiug,  from  twelve  to 
twenty-four  hours  after  operation,  a  little  blood-stained 
fluid ;  but  after  this  there  should  be  no  material  discom- 
fort, and  nothing  more  than  a  little  mucous  diachai^ 
such  as  old  people  often  have.  The  dressings  are  removed, 
and  the  lids  gently  cleansed  with  warm  water  once  or  twice  a 
day,  their  edges  being  8e]>arated  by  gently  drawing  down  the 
lower  lid,  so  as  to  allow  aoy  retained  tears  to  escape  :  this 
cleansing  is  very  grateful  to  the  patient.  Some  aui^eona 
open  the  lids  and  look  at  the  eye  the  day  after  the  opera- 
tion ;  but  many  prefer  to  leave  them  closed  for  several  days 
uoless  there  are  signs  that  the  case  is  doing  badly  (p.  204). 
It  ia  a  good  practice  to  use  one  drop  of  atropine  daily  after 
the  third  day,  to  prevent  adhesions  should  iritis  set  in  ; 
if  no  iridectomy  have  been  made,  I  prefer  not  to  use 
pine  till  about  the  fifth  day,  because  if  the  wound  ahi 
reopen  while  the  pupil  is  dilateii  prolapse  of  iris 
likely  to  occur  than  if  the  pupil  be  small.  When 
amined  the  eye  is  always  rather  congested  from  hai 
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been  tied  up ;  but  there  should  be  no  chemoais,  the  wound 
should  be  united  bo  aa  to  retain  the  aqueous,  and  its  edges 
should  be  clear.  The  pupil  is  expected  to  be  black  unless 
it  is  known  that  portions  of  lens  matter  have  been  left  be- 
hind. If  all  be  well  the  bandage  may  be  left  off  during 
the  daytime  at  the  end  of  a  week  or  ten  days,  a  aiiade  being 
worn  ;  but  it  ahould  be  reapplied  at  night  for  the  first  two 
or  three  weeks,  to  prevent  accidents  from  movements  during 
sleep.  At  the  end  of  a  fortnight,  if  the  weather  be  fine, 
the  patient  may  begin  to  go  out,  the  eyes  being  carefully 
protected  from  light  and  wind  by  dark  goggles,  and  he 
may  be  out  of  the  surgeon's  hands  in  from  three  to  four 

A  FT ER-orE RATIONS.     When  iritis  occurs  (p.  205)  the 
pupil  becomes  more  or  leas  occluded  by  false  membrane. 


Diagram  of  tXKjiiElon  autt  displBcemeDl  of  pupiJ  from  Iritis  alter  upward 
extraction  of  (Ataract. 


and  the  subsequent  contraction  of  this  membrane  may 
draw  the  iris  toward  the  scar,  so  that  the  pupil  is  at  once 
blocked  and  displaced.  Fig.  158.  In  slight  cases,  where 
the  pupil  is  not  dragged  out  of  place,  sight  is  greatly  im- 
proved by  simply  tearing  across  the  membrane  and  capsule 
with  a  fine  needle,  and  treating  the  case  as  after  discission 
of  soft  cataract.  In  doing  this  the  needle  ahould  be  passed 
deeply  enough  to  tear  the  posterior  capsule  also,  so  that  the 
vitreous,  by  bulging  forward,  may  keep  the  opening  in  the 
capside  patent,  compare  Discission  of  Soft  Cataract,  in  whicli 
care  is  taken  not  to  go  so  deeply.     But  in  severer  cases  an 
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artificial  pupil  must  be  made,  either    by  iridectomy    or 
iridotoray  (p.  410). 

2.  Solution  (discission)  operations.  In  these  the  lena  ia 
gradually  absorbed  by  the  action  of  the  aqueous  humor 
admitted  through  a  wound  in  the  capsule  (pp.  202  and 
208).  1.  The  pupil  is  fully  dilated  by  atropine.  2,  The 
lids  are  held  open  by  the  fingers,  or  a  stop  speculum  and 
fisatioD  forceps  used.  S.  A  fine  cataract  needle,  Fig.  1.59, 
is  directed  to  a  point  a  little  within  the  border  of  the  cor- 
nea, usually  the  outer  border,  and  when  close  to  its  surface 
ia  plunged  quickly  and  rather  obliquely  into  the  anterior 
chamber.  Its  point  is  then  carried  to  the  centre  of  tlie 
pupil,  Fig.  160,  dipped  back  through  the  lens-capsule,  and 
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a  few  gentle  movements  made  so  as  to  break  up  the  centre 
of  the  anterior  layers  of  the  lens.  4.  The  needle  is  then 
steadily  withdrawn.  Special  care  is  taken  not  to  wound, 
nor  even  touch,  the  iris,  either  on  entering  or  withdrawing 
the  needle,  not  to  stir  up  the  lens  too  freely,  nor  to  go  eo 
deeply  as  to  perforate  the  posterior  capsule  and  so  engage 
the  vitreous.  A  general  ansesthetic  is  necessary  only  for 
young  children  or  csceBsively  nervous  patients;  but  it 
should  always  be  in  readiness  and  the  patient  prepared. 

AiTEE-TREATMENT.    The  pupil  to  be  kept  widely  dilated 
with  atropine  (F.  33),  a  drop  being  applied  after  the  opera- 
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tioD,  and  at  least  sis  times  a  day  afterward,  or  much  ofteoer 
if  there  be  threatening  of  iritis..  Ice  or  iced  water  is  usu- 
ally applied  constantly  for  tweuty-four  to  forty-eight  hours 
after  the  operation,'  as  for  threatened  traumatic  iritis  (p, 
163),  and  the  patient  to  remain  in  bed  in  a  darkened  room 
for  a  few  days.  A  little  ciliary  congestion  for  two  or  three 
days  need  cause  no  uneasiness ;  but  the  occurrence  of  pain, 
increase  of  congestion,  and  alteration  in  the  color  of  the  iris 
(commencing  iritis)  are  indications  for  the  appUcation  of 
leeches  near  the  eye,  and  the  more  frequent  use  of  atropine. 

If  the  cataract  is  complete,  no  marked  change  will  be 
seen  for  some  weeks;  if  partial,  e.  g.,  lamellar,  in  a  day 
or  two  the  part  of  the  lens  near  the  needle  wound,  and  in 
a  few  days  the  whole  lens,  will  become  opaque.  In  from 
six  to  eight  weeks  the  lens  will  have  become  notably  smaller, 
flattened  or  hollowed  on  the  front  surface.  If  the  eye  be 
perfectly  quiet,  but  not  nnless,  the  operation  may  now  be 
repeated  in  exactly  the  same  way,  and  with  the  same  after- 
treatment  and  precautions,  but  the  ueedle  may  be  used 
more  freely.  The  bulk  of  the  lens  will  generally  disappear 
after  the  second  operation,  but  the  needle  may  have  to  he 
used  a  third  or  a  fourth  time  for  the  disintegration  of  small 
residual  pieces,  or  in  order  to  tear  the  capsule  if  it  have 
not  retracted  enough  to  leave  a  clear  central  pupil,  A 
small  whitish  dot  remains  in  the  cornea  at  the  seat  of  each 
needle  puncture. 

Extraction  by  suction.  This  operation,  like  simple  linear 
exiraeluin,  p.  419,  is  applicable  to  complete  soft  cataractu. 
The  pupil  is  to  be  dilated  by  atropine.  The  lena-capaule 
is  opened  as  In  discission,  but  more  freely.  Then  an  incision 
is  made  obliquely  through  the  cornea,  between  its  centre 
and  mai^in,  with  a  keratoma.  Fig.  147,  or  broad  needle. 
Fig.  142,  and  the  nose  of  the  syringe  passed  through  the 
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woand  aad  gmdjr  dipped  hito  the  laoersted  lens-anbstance. 
Bt  very  geatle  aiction  tbe  °«mifluid  lens-matter  ia  then 
drawn  gradually  into  the  syringe.  The  instrument  is  not 
to  be  passed  hehind  the  iris  in  search  of  fragments.  Nearly 
the  whole  of  the  lens  can  thus  be  removed.  The  after- 
treatment  is  the  same  as  for  needle  operations.  Two  forms 
of  syringe  are  in  use :  Teale's,  in  which  the  auction  is  made 
by  the  mouth  applied  to  a  piece  of  flexible  India-rubber 
tubing ;  Bowman's,  in  which  the  suction  is  obtained  by  a 
sliding  piston  worked  by  the  thumb  moving  along  the 
syringe.  It  is  often  better,  and  in  lamellar  cataract  neces- 
sary, to  break  up  the  lens  freely  with  a  hue  needle  a  few  days 
liefore  using  the  syriuge,  and  thus  allow  it  to  be  thoroughly 
macerated  and  Boftene<l  in  the  aqueous  humor ;  atropine 
and  ice  must  be  used  freely  in  the  inter^'al  between  this 
needle  operation  and  the  suction  ;  and  the  surgeon  must 
be  prepared  to  interfere  before  the  day  appointed  for  the 
suction,  should  severe  pain  or  increase  of  tension  occur 
from  the  rapid  swelling  of  the  lens  (p.  208).  Suction  is 
more  difficult  to  perform,  and  porhaps  less  safe,  than  simple 
linear  extraction,  but  I  have  myself  no  objection  to  make 
against  it. 

AmBBtheaia  in  ophthalmic  eurgeiy.     Before  the  intro> 
duction  of  cocaine  (October,  1884)  there  was  much  divei^fl 
aity  of  practice  in  respect  to  anesthesia,  many  surge 
preferring  to  perform  extraction  of  cataract,  tenotomy  btlBM 
squint,  and  simple  iridectomy  without  auiestheaia,  wfailol 
others  preferred  ether  or  chloroform  for  nearly  all  op« 
tions.     Cocaine  has  immensely  facilitated  operating  witl^J 
out  general  anssthesia  ;  but  of  course  some  will  continue  t| 
use  ether  or  chloroform,  where  others  feel  able  to  relyaoleljK 
on  the  local  aniestbedc.     In  using  cocaine  for  the  eye  n 
have  to  remember  that  it  does  not  affect  the  sensibility  o 
the  borders  of  the  lids,  nor  in  auy  et>ustant  manner  that  a 
the  iris,  lulesa  uae<l  many  times  for  at  least  h&If  am  I 
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nor  that  o(  the  muscles  and  deeper  parts,  unless  injected 
under  the  conjunctiva.  Hence  the  introduction  and  pres- 
sure of  the  Hpecuhim  are  always  more  or  less  felt,  there  ia 
usually  some  little  pain  when  the  iris  is  seized  and  drawn 
out,  and  decided  pain  when,  in  tenotomy,  the  tendon  is 
stretched  on  the  hook,  unless  subconjiinetival  injection 
have  been  resorted  to.  It  must  further  be  remembered 
that  the  patient  is  conscious  and  knows  that  something 
critical  is  being  done,  and  that  his  good  behavior  depends 
almost  as  much  on  absence  of  fear  as  on  absence  of  feeling  ; 
and,  again,  that  the  painlessness  of  one  step  of  an  opera- 
tion, e.  g.,  the  section  io  extraction  of  cataract,  contrasts 
strongly  with  the  sensation  or  pain  felt  in  another  stage, 
e.  g.,  the  iridectomy,  and  that  the  patient  will  be  likely  to 
start  or  jump,  unless  warned,  at  such  a  stage.  My  own 
experience  leads  me  to  use  cocaine  in  ail  cataract  extrac- 
tions and  discissions,  unless  for  some  peculiar  reason  ether 
or  chloroform  be  needed,  for  nearly  all  tenotomies  and 
operations  for  corneal  ulcer  and  conical  cornea,  and  for 
some  simple  iridectomies ;  and  to  avoid  it  usually  in  irideC' 
tomy  for  glaucoma  and  for  synechise,  whether  anterior  or 
posterior.  I  have  not  myself  used  it  much  for  laclirymal 
cases  ;  nor  have  I  excised  the  eyeball  under  its  influence ; 
but  it  may  he  used  for  both  purposes  with  fair  success.  For 
small  lid  tumors,  subcutaneoue  injection  is  very  successful. 
For  granular  lids  or  lupus  of  conjunctiva,  a  strong  solution, 
10  to  20  per  cent.,  may  be  painted  on  I>efore  touching  with 
actual  cautery  or  caustics ;  but  it  is  better  for  such  cases, 
and  also  whenever  the  eyeball  is  congested  and  painful,  to 
use  the  solid  cocaine  salt,  powdered  and  rubbed  over  the 
surface  with  a  brush  or  the  finger.  For  cataract  a  solution 
of  2  per  cent.,  or  a.  single  disk  containing  j^^  grain,  re- 
peated three  times  within  five  minutes  of  the  operation,  is 
generally  quite  enough.    Bolutions  should  be  freshly  made. 
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DISEASES  OF  THE  EYE  IN  RELATION  TO 
GENERAL  DISEASES. 


CHAPTER   XXIII. 

In  stating  very  shortly  the  most  important  facts  hearing 
on  the  connection  between  diseases  of  the  eye  and  of  other 
parts  of  the  hody,  it  is  convenient  to  make  the  following 
subdivisions :  (A)  the  eye  changes  as  part  of  a  general 
disease ;  (B)  the  ocular  disease  as  symptomatic  of  some 
local  malady  at  a  distance ;  (C)  the  eye  sharing  in  a  local 
process,  affecting  the  neighboring  parts. 

(For  the  cUnical  details  of  the  various  eye  diseases  re- 
ferred to  in  this  chapter,  see  Part  II.) 

A.  General  diseases,  in  which  the  eye  is  liable  to  suffer. 

Syphilis  is,  directly  or  indirectly,  the  cause  of  a  large 
proportion  of  the  more- serious  diseases  of  the  eye. 

1.  Acquired  syphilis.  Primary  stage:  Hard  chancres 
are  occasionally  seen  on  the  eyelid,  and  evea  far  back  on 
the  conjunctiva  (p.  94). 

Secondary  stage :  Sore-throat,  shedding  of  hair,  erup- 
tion and  condylomata.  IriMjt  is  common  between  two  and 
eight  or  nine  mouths,  and  does  uot  occur  later  than  about 
eighteen  months  after  the  contagion  ;  in  from  two-thirds  to 
three-fourths  of  the  cases  both  eyes  suffer  ;  there  is  a  marked 
tendency  to  exudation  of  lymph  (plastic  iritis),  shown  by 
keratitis  punctata,  haze  of  cornea,  and  le^  commonly  by 
lymph- nod iilee  on  the  iris.  In  some  cases  there  are  symp- 
(431) 


i 


GENERAL  DISEASES  OF  THE  EYE. 

toina  of  severe  cyclitis,  leading  to  detachment  of  retina  and 
secondary  cataract,  with  little  iritis ;  but  the  cyclitis  of 
acquired  syphilis  does  not  give  rise  to  ciliary  staphyloma. 
(Compare  p.  169.)  Syphilitic  iritis  is  sometimes  protracted, 
and  may  relapse  after  complete  subsidence.  Choroiditis 
and  retinitis  generally  set  in  rather  later,  from  sis  months 
to  about  two  years  after  the  chancre ;  seldom  as  late  as  four 
years.'  The  two  conditions  are  most  often  seen  together, 
but  either  may  appear  singly ;  and  iu  each  the  vitreous 
generally  becomes  inflamed.  These  conditions  are  essen- 
tially chronic,  the  retinitis  being  often,  and  the  choroiditis 
sometimes,  liable  to  repeated  exacerbations  or  recurreneea ; 
while  in  some  cases  the  secondary  atrophic  changes  progress 
slowly  for  years,  almost  to  blindness,  often  with  pigmen- 
tation of  the  retina.  Syphilitic  choroiditis  and  retinitis 
usually  affect  both  eyes,  but  often  in  an  unequal  degree, 
and  even  when  severe  the  disease  is  occasionally  limited  to 
one  eye.  KeraiUi^,  indistinguishable  from  that  of  inherited 
syphilis,  is  amoog  the  rarest  events  in  the  acquired  dis- 
ease ;  when  it  occurs  it  is  usually  in  the  secondary  stage 
of  the  disease. 

Later  periods :  Ulceration  of  the  skin  and  conjunctiva 
of  the  lids,  gummatous  infiltration  of  the  lids  and  sclerotic, 
and  nodes  in  the  orbit,  whether  cellular  or  periosteal,  occur 
but  rarely.  Oaulomolor paralyeig  is  one  of  the  frequent  ocular 
results  of  syphilis.  It  may  depend  upon  gumma  (syphilitic 
neuroma)  of  the  affected  nerve  or  nerves  in  the  orbit  or  in 
the  skull,  or  upon  gummatous  inflammation  of  the  dura 
mat«r  at  the  base  of  the  skull,  matting  tlie  nerves  together, 
or  00  disease  of  nerve-centres.  The  gummatous  nerve-lesions 
seldom  occur  very  late  in  tertiary  syphilis. 

The  optic  disk  is  often  inflamed  or  atrophied  as  an  indi- 
rect result  of  syphilitic  disease  of  the  eye  or  of  the  nervous 
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Bj'stem;  but  the  terms  "syphilitic  optic  neuritis"  and 
"syphilitic  optic  atrophy"  are  not  often  applicable  in 
any  more  direct  sense,  compare  p.  256,  The  retinitis  of 
the  secondary  stage  affects  the  disk,  and,  when  atrophy  of 
the  retina  and  choroid  occur,  the  disk  becomes  wasted  in 
proportion ;  while  in  rare  cases  the  retinitis  of  secondary 
syphilis  is  replaced  by  well-marked  papillitis.  Such  cases 
must  not  be  confused  with  others,  still  more  rare,  in  which 
double  papillitis,  passing  into  atrophy,  occurs  with  all  the 
symptoms  of  severe  meningitis  iii  secondary  syphilis.  Ter- 
tiary syphilitic  disease,  anywhere  within  the  cranium,  com- 
monly causes  optic  neuritis,  in  the  same  way  as  do  other 
coarse  intracranial  lesions  (p.  250) ;  but  neuritis  may  also 
be  caused  more  directly  by  gummatous  inflammation  of 
the  trunk  of  the  optic  nerve,  or  of  the  chiasma.  Primary 
progressive  atrophy  of  the  disks  occurs  in  association  with 
locomotor  ataxy  and  ophthalmoplegia  externa  of  syphilitic 
origin;  probably  in  a  few  iustancea  the  optic  atrophy 
occurs  alone,  or  for  a  time  precedes  the  other  changes  in 
syphilitic,  aa  it  is  known  to  do  in  non-syphilitic  atasy. 

Sight  is  liable  to  Ite  rapidly  damaged  from  severe  acute 
loss  of  blood,  especially  from  tlie  stomach;  usually  Itoth 
eyes  suffer,  hut  often  unequally.  When  seen  quite  early 
papillitis  has  been  found,  but  the  cases  are  often  not  seen 
till  the  appearances  of  atrophy  have  come  on. 

2.  Inherited  mjphilis.  Iritis  corresponding  to  that  iu  ttie 
acquired  disease  is  seen  in  a  small  number  of  cafies,  and 
occurs  between  the  ages  of  about  two  and  fifteen  months. 
It  often  gives  rise  to  much  exudation,  leading  to  occlusion 
of  the  pupil,  and  is  frequently  accompanied  by  deeper 
changes,  cyclitia  and  disease  of  vitreous.  It  is  very  often 
symmetrical,  and  is  much  more  common  in  girls  than  in  boys. 
Choroiditis  and  retinitis,  of  precisely  the  same  forms  as  in 
acquired  syphilis,  occur  at  tlie  corresponding  jjcriod  of  tlie 
disease — t.  «.,  between  six  moutlis  and  about  three  years  of 
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age ;  and  they  ahow  as  much,  some  observers  thiuk  more, 
tendency  to  the  degenerative  aod  atrophic  results  already 
described  ;  in  severe  cases  there  are  not  uncommonly  signs 
of  cerebral  degeaeration.  In  the  later  stages,  keralilU, 
which  is  the  most  common  eye  disease  caused  by  inherited 
syphilis,  occurs.  It  is  most  common  between  six  and  fifteen 
years  old,  but  is  sometimes  seen  as  early  as  two  or  three 
years,  and  ta  occasionally  deferred  till  after  thirty.  The 
disease  ia  frequently  complicated  with  iritis  and  cyclitia, 
and,  though  tending  to  recovery,  shows  a  considerable  lia- 
bility to  relapse.  It  almost  always  attacks  both  eyes, 
though  sometimes  at  an  interval  of  many  months.  When 
the  patient  is  unusually  young,  the  disease  as  a  rule  runs  a 
mild  and  short  course.  The  oculomotor  palsies  occur  but 
rarely  in  inherited  syphilis,  but  a  few  well-autheaticated 
cases  are  on  record. 

Smallpox  causes  inflammation  and  ulceration  of  the  cor- 
nea, leading,  in  the  worst  cases,  to  its  total  destruction,  but 
in  a  large  number  to  nothing  worse  than  a  chronicvascular 
ulcer.  The  corneal  disease  comes  on  some  days  after  the 
eruption,  tenth  to  fourteenth  day  from  its  commencement, 
and  after  the  onset  of  the  secondary  fever.  Iritis,  uncom- 
plicated and  showing  nothing  characteristic  of  its  cause, 
sometimes  occurs  some  weeks  after  an  attack  of  smallpox. 
Only  in  very  rare  cases  do  variolous  pustules  form  on  the 
eye,  and  even  then  they  are  always  on  the  conjunctiva, 
not  on  the  cornea. 

Scarlet  level,  typhus,  and  some  other  exanthemata  may 
be  followed  by  rapid  and  complete  loss  of  sight,  lasting  a 
day  or  two,  showing  no  ophthalmoscopic  changes,  and  end- 
ing in  recovery.  Such  attacks  are  believed  to  be  unemic 
or  at  any  rate  dependent  on  some  toxic  condition  of  the 
blood.  A  peculiarity  of  these  cases  is  the  preservation  of  the 
action  of  the  pupils  to  light.  Very  severe  purulent  or  mem- 
branous ophthalmia  sometimes  occurs  during  scarlet  fever. 
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Diphtheria.  By  far  the  most  common  result  is  paralysis, 
often  incom[)lete,  of  both  the  ciliary  musclea — cycloplegia; 
the  jjiipils  are  not  affected  except  in  severe  cases,  when 
they  may  be  rather  lai^  and  sluggish,'  The  symptoms 
generally  come  on  from  four  to  six  weeks  after  the  com- 
meDccmeut  of  the  illness,  last  about  a  month,  and  disappear 
completely.  Diphtheritic  cycloplegia  is  usually,  but  not 
invariably,  accompanied  by  paralysis  of  the  soft  palate. 
In  most  of  the  eases  seen  by  ophthalmic  surgeons  the 
attack  of  diphtheria  has  been  mild,  sometimes  extremely 
so,  the  case  often  being  described  aa  "  ulcerated  throat ;  " 
but  inquiry  often  yields  a  history  of  other  and  severer 
cases  in  the  family,  and  of  general  depression  and  weak- 
ness in  the  patient  out  of  proportion  to  his  throat  symp- 
toms. We  find  that  moat  of  the  patients  who  apply  with 
diphtheritic  cycloplegia  are  hypermetropic,  doubtless  be- 
cause those  with  normal,  and  a  fortiori,  with  myopic,  re- 
fraction are  much  less  troubled  by  paresis  of  accommoda- 
tion, and  often  do  not  find  it  necessary  to  seek  advice. 
Concomitant  convergent  squint  is  sometimes  developed  in 
hypermetropic  children  during  the  diphtheritic  paresis, 
owing  to  the  increased  efforts  at  accommodation  (p.  -3fi5). 
Paralysis  of  the  external  muscles  is  occasionally  seen;  [ 
have  never  myself  seen  any  except  the  external  rectus 
affected,  aud  recovery  has  been  rapid. 

Diphtheritic  and  membranoas  ophthalmia  are  occasion- 
ally caused  by  direct  inoculation  of  the  conjunctiva  of  the 
attendant  by  diphtheritic  material  from  the  patient's  throat ; 
or  in  the  patient  himself  by  extension  up  the  nasal  duct  to 
the  conjunctiva.  But  in  many  cases  of  "diphtheritic" 
and  "membranous"  ophthalmia  the  disease  seems  to  be 
local,  the  Inflammation  taking  on  this  special  form  with- 
out ascertainable  relation  to  any  infectious  disease.     No 
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doabt  then  a  often  Bomething  peoolkr  in  te  |Williiil1i 
beallh,  or  in  the  state  of  his  ej^e-tiasoGs  which  gives  a  pro- 
din'tf  to  tluB  kind  of  inflammstioi] .  Thus  diphtheritjc 
opbthahnia  of  all  degrees  is  more  oHumon  in  youug  chil- 
dren than  in  adults ;  the  worst  coses  generally  occur  after 
meadce,  or  daring  or  after  scariet  fever,  broncho-pneumo- 
nia, or  severe  infantile  diarrhcea;  old  granular  disease  nf 
the  conjunctivs  also  amfers  a  liabiliiy  to  a  diphtheritic 
type  of  inflammation,  and  the  same  tendency  is  someliiiMB 
seen  in  ophthalmia  neonatorum  and  in  gonon^tBal  OfilH 
thalmia, 

MeaaTw  is  a  prolific  source  of  ophthalmia  tarri  in  all  ifei 
forms,  and  of  cwneal  ulcere,  particularly  (^  the  p^fataa- 
olar  fonns.  It  also  i^ves  rise  to  a  troublesome  moeo-pnni- 
lent  ophthalmia,  and  under  bad  hygienic  oonditlmi*  ttfai 
may  be  a|£ravat«d  by  cultivatioa  and  tnuwmiwitMtt  into 
destructive  disease  of  purulent,  membranous,  or  dljditli^ 
ritic  type.  Double  optic  neuritis  has  been  seen  in  several 
patients  after  measles. 

Mnmpa.  Enlargement  of  the  lachrymal  glaud  sometimes 
accompaniea  or  foUoirs  that  of  the  parotid.  Casea  have 
been  reported  by  Hirschberg  and  others  in  which  the 
lachrymal  gland,  but  not  the  parotid,  was  enlarged.  Dr. 
Swan  M.  Burnett'  called  attention  to  haze  of  disk  with 
venous  engorgement  of  retina  and  failure  of  sight  during 
mumps.  CEdema  of  lids  and  conjunctiva,  and  in  one  case 
paresis  of  third  nerve,  pointed  to  effusion  into  the  orbit. 
The  symptoms  aa  a  rule  quickly  subsided. 

CUcken-pox  is  sometimes  followed  by  a  transient  corneal 
attack  of  mild  conjunctivitis. 

Whooping-cough  often,  like  measles,  leaves  a  proneness  to 
corneal  ulcers.  In  a  few  rare  casee  the  condition  known 
as  iscAomia  retinai,  sudden,  temporary,  arterial  bloodlees- 

>  Burnett :  Americui  Journal  of  the  Uedlotl  Sclenoea,  January,  tSSS,  p.  aS, 
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ne93,  has  occurred.  Cunjunctival  orbital  or  cerebral  hem- 
orrbagea  may  occur  during  the  violent  attacks  of  coughing ; 
the  latter  may  occasion  muscular  paralyses. 

Inflnenza.  In  the  epidemics  of  the  last  few  years  many 
ocular  complications  have  been  reported,  optic  neuritis, 
iritis,  glaucoma,  and  muscular  defects  of  various  kinds; 
but  considering  the  almost  universal  prevalence  of  the 
scourge,  such  complications  must  be  coQsiderad  uncommon. 

Malarial  fevers,  especially  the  severe  forms  met  with  in 
hot  countries,  are  sometimes  the  cause  of  retinal  and  other 
intraocular  hemorrhages,  and  even  of  considerable  neuro- 
retinitis;  when  there  is  much  pigment  in  the  blood  the 
swollen  disk  may  have  a  peculiar  gray  color.  When  renal 
albuminuria  is  caused  by  malarial  disease,  albuminuric  reti- 
nitis may  occur.  Simple  optic  neuritis  with  failure  of  sight, 
followed  by  recovery,  seems  to  occur  sometimes,  and  ambly- 
opia of  more  than  one  form  is  said  to  be  produced  by  mala- 
rial poisoning ;  some  eases  have  recovered  under  quinine. 
Loss  of  sight  from  malarial  fever  must  not  be  confused  with 
blindnessdue  to  thequinineadn]ini3teredforitscure(p.441). 

Ealapaing  fever  is  sometimes  followed,  during  conva- 
lescence, by  inflammatory  symptoms  with  opacities  in  the 
vitreous  (cyclitis),  with  or  without  iritis;  recovery  takes 
place.  These  cases  are  more  common  in  some  epidemics  than 
in  otheTs.  In  a  large  outbreak  Lubinski  saw  no  eye  cases 
in  patients  uuder  twenty  years  of  age,  and  none  in  females. 

Epidemic  cerebro-spinal  meningitlB  also,  in  a  few  cases, 
gives  rise  to  acute  choroiditis,  with  pain,  chemosis,  and 
great  tendency  to  rapid  exudation  of  lymph  into  the  vit- 
reous and  anterior  chambers,  and  often  leading  to  disor- 
ganization of  the  eye  and  blindness.'  It  is  believed  that  the 
inflammation  may  extend  to  the  eye  along  the  optic  nerve, 

>  PoBBibly  a  lev  at  the  caaen  lii  wblch  similar  1 
nitbout  nppsrutit  cause  amy  be  ibe  accompaDlment 
nlTea  meulngiiig.    (See  l^udo-gUonui,  p.  224.) 


independently  in  the  brain  and  the  eye. 

'  Deafaesa  from  disease  of  the  internal  ear  is  even  mora  com- 

mon than  the  eye  diaeaae. 

I  Pmpura  has  been  observed  in  a  few  cases  to  be  accom- 

paQied  by  retinal  or  subretinal  hemorrhages;  they  are 
sometimes  perivascular  and  linear,  and  in  other  cases  form 
large  blotches.  They  have  alao,  but  rarely,  been  found  in 
nmrvy.  Ecchymosis  may  also  be  seen  in  and  around  the 
eyelids  in  scurvy.  In  that  form  of  scurvy  which  occurs  iii 
infants,  especially  rickety  infanta,  extravasation  may  alao 
occur*  into  the  orbit,  and  probably  between  the  roof  of  the 
orbit  and  its  very  loosely  attached  periosteum,  thus  causing 
proptosis  and  swelling  of  the  lids,  as  well  as  discoloration. 

!  In  pyiemia  one  or  both  eyes  may  be  lost  by  septic  emboli 

lodging  in  the  vessels  of  the  choroid  or  retina,  and  setting 
up  suppurative  panophthalmitis.  The  symptoms  are  swell- 
ing of  the  lids,  loss  of  sight,  congestion,  especially  of  the 
perforating  ciliary  vessels.  Fig.  27,  chemosis,  discoloration, 
and  dulness  of  aqueous  and  iris.  There  may  or  may  not 
be  some  protrusion  and  loss  of  mobility,  and  conjunctival 
discharge.  Pain,  sometimes  very  severe,  may  be  almost 
absent;  probably  its  presence  indicates  rise  of  tension. 
A  yellow  reflex  is  often  seen  from  the  vitreou.s.  The  eye- 
ball generally  suppurates  if  the  patient  live  long  enough. 
Sometimes  both  eyes  are  affected,  together  or  with  an  in- 
terval. In  cases  of  septicmmia  abundant  retinal  hemor- 
rhages of  large  size  may  occur  in  both  eyes ;  they  come  on 
a  few  days  before  death,  and  are  thus  of  grave  significance. 
As  they  are  not  present  in  typhoid  and  other  fevers  of  cor- 
responding severity,  their  presence  is  sometimes  an  aid  in 
differential  diagnosis.' 

'  Barlovr  ■  Mni   Thlr  Trann  ,  ml  Wfl  ,  IfrriHnr'n  rnrrrlni Ilii  iimiiiniMiii  H 

of  Ctdldren,  artlnle  "ScurT;ri"  ond  Holnea  SpUxr:  Tnoa.  Opbth.   Boo.,  ^| 

^  '  Oowere :  Medical  OpbttaaimoBCopr.  leciMid  edltluii,  p.  SlU.  ^M 


TOBACCO. 

Lead-poisoning  is  aa  occasional  cause  of  optic  neuro-reti- 
nitis  leading  to  atrophy,  of  atrophy  eusuing  upon  chronic 
amblyopia,  and  of  rapid,  usually  transient  amblyopia.  The 
two  former  are  the  most  common  ;  the  atrophy,  whether 
primary  or  consecutive  to  papillitis,  is  generally  accom- 
panied by  very  marked  shrinking  of  retinal  arteries,  and 
great  defect  of  sight  or  complete  blindness ;  it  is  generally 
symmetrical,  but  one  eye  may  precede  the  other.  Other 
symptoms  of  iead-poiaoning,  usually  chronic,  but  occasion- 
ally acute,  are  nearly  always  present.  Care  must  be  taken 
not  to  confuse  albuminuric  retinitis  from  kidney  disease 
induced  by  lead  with  the  changes  here  alluded  to,  which 
are  due  in  some  more  direct  manner  to  the  influence  of  the 
metal. 

The  deposition  of  lead  upoQ  corneal  ulcers  bas  been  re- 
ferred to  at  p.  151. 

Alcohol.  Some  observers  still  hold  that  alcohol,  especi- 
ally in  the  form  of  distilled  spirits,  may  cause  a  particular 
form  of  symmetrical  amblyopia,  the  so-called  amblyopia 
potatorvm.  Optic  neuritis  ant]  paralyses  of  various  single 
oculomotor  nerves  are  described  by  Thomsen  as  occurring 
in  cases  of  alcoholic  paralysis.  The  difficulty  of  arriving 
at  the  truth  depends  chiefly  upon  the  fact  that  most  drinkers 
are  also  smokers,  and  that  tobacco,  whether  smoked  or 
chewed,  is  allowed  by  all  authorities  to  be  one  of  the 
causes,  or,  as  most  now  hold,  the  sole  cause,  of  a  similar 
disease.  Tbe  question  whether  alcohol  directly  causes  disease 
of  the  optic  nerv&i  will  not  be  settled  until  observers  are 
much  more  careful  than  they  have  hitherto  been  to  record 
as  typical  cases  of  alcoholic  amblyopia  only  those  in  which 
the  patient  does  not  use  even  the  smallest  quantity  of 
tobacco  in  any  shape. 

Tohacco.  Whatever  may  be  the  truth,  and  it  is  con- 
fessedly difficult  to  arrive  at,  as  to  the  direct  influence  <it 
alcohol,  and  of  the  various  substance  often  combined  with 
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a,  thero  is  no  dottbt  whatever  that  tobacco,  whether  emoli ed 
Ot  chewed,  does  act  directly  on  the  optic  nerv^es,  and  ia 
mch  a  muiner  as  to  give  rise  to  definite,  and  usually  veiy 
oharacteriatic  symptoms.  The  aniblyo|>ia  seldom  comes  oa 
naUl  tobacco  has  beco  used  for  mauy  years.  The  quantity 
Deeded  to  cause  symptoms  is,  c(^Ti»  paribus,  a  matter  of 
idiosyacrasy,  and  very  small  doaes  may  produce  the  dis- 
ease ia  men  who,  ia  other  respects  alsu,  are  unable  to 
tolerate  lar^  quantities  of  the  drug.  Predisposing  causes 
exert  a  Tery  important  influence  ;  among  these  are  to  be 
Specially  ntried  increasing  ago ;  nervous  exhaustion  from 
ovenroA,  anxiety,  or  loes  at  sleep;  duooki  d^ipapiia, 
whether  from  drinking  or  other  causes ;  and  prabaUy  mk- 
oal  excesses  and  expoenre  to  tropictU  heat  or  ligld.  A 
large  proportim  of  the  patacato  drink  to  exoe«^  ud  Hm 
make  themselves  more  siiso^itible  to  tobaoco  by  iiqariiig 
both  the  nervous  system  uid  the  atoniaeb.  Bat  goau  va- 
markable  cases  are  seen  in  men  who  have  for  long  been  total 
abstainera,  in  others  wlio  have  lately  become  abstwners 
without  lessening  their  tobacco,  and  in  yet  others  who  are 
strictly  moderate  in  alcohol,  are  in  robust  health,  and  in 
whom  increasing  age  is  the  only  recognizable  predisposing 
cause.  The  strong  tobaccos  produce  the  disease  far  more 
readily  than  the  weaker  sorts,  and  chewing  ia  more  dan- 
gerous than  smoking.  Probably  alcohol  in  very  moderate 
doses  counteracts  rather  than  increases  the  injurious  effect 
of  tobacco  upon  the  nervous  system  and  optic  nerves 
(Hutchinson). 

The  vapor  of  bisulphide  of  carbon,  if  inhaled  in  a  con- 
centrated form  and  for  long  periods,  produces  at  first  ex- 
citement, then  general  and  severe  loss  of  nerve  [>ower,  with 
extreme  mental  and  muscular  debility  and  impotence.  In 
some  of  the  cases  the  sight  fails  chiefiy  in  the  centre  of  the 
field,  central  scotoma,  with  haze  and  pallor  of  the  disks, 
chronic  neuritis.     The  cases  are  met  with  either  in  India- 
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rubber  works  or  oil-mill^,  in  both  of  which  the  biaulphide 
is  largely  used.' 

Qninine,  taken  in  very  large  doses  at  short  iotervals,  has 
in  a  few  mioses  caused  serious  visual  symptoms.  8ight  in 
both  eyes  maybe  totally  lost  for  a  time,  but  recovery  more 
or  less  perfect  takes  place  eventually,  sometimes  in  a  few 
days,  sometimes  not  for  months.  There  is  a  great  eon- 
traction  of  the  visual  field  even  after  perfect  recovery  of 
central  vision  ;  the  disks  are  pale  and  the  retinal  arteries 
extremely  diminished.  The  symptoms  are  therefore  those 
of  almost  arrested  supply  of  arterial  blood  to  the  retina. 

Kidney  disease.  The  common  and  well-known  retiao- 
neuritia  associated  with  renal  albuminuria,  aud  of  which 
several  clinical  types  are  found,  has  been  already  described. 
It  need  only  be  noted  that  the  disease  is  most  common  with 
chronic  granular  kidneys  and  in  the  kidney  disease  of 
preguaacy,  but  that  it  is  also  seen  in  the  chronic  forms 
following  acute  nephritis  and  in  lardaceous  disease,  and 
that  children  suffering  from  chronic  renal  disease  seem  as 
liable  to  it  as  adults.  Retinitis  with  renal  albuminuria  is 
usually  a  sign  that  the  kidney  disease  is  far  advanced,  and 
the  prospect  of  life  very  bad.  According  to  Miley,  hospital 
patients  seldom  live  more  than  six  months  after  the  onset 
of  the  retinitis  (Trafw.  OpUh.  Soe.,  viii.  132).  C.  S.  BuU 
finds  that  the  average  duration  of  life  is  somewhat  longer, 
according  to  returns  from  patients  of  all  classes.  There  is 
no  doubt  that  the  prospect  of  life  for  patients  who  are  able 
to  live  carefully  is  considerably  better  than  for  others.  It 
seems  likely  that  there  is  also  a  group  of  cases  in  which  the 
retinal  change  precedes  the  signs  of  kidney  disease,  these 
signs  appearing  later ;  thickening  of  the  coats  of  the  smaller 
retinal  artfiries,  giving  them  when  seen  by  the  ophthalmo- 
scope an  appearance  of  bright  copper  wire,  is  not  infre- 
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quently  seen  associated  with  renal  disease  of  the  chronic 
granular  form,  as  has  been  pointed  out  by  Gunn  ;*  exam- 
ination of  the  urine  often  does  not  reveal  the  presence  of 
renal  disease,  and  it  is  probable  that  a  sclerosis  of  the 
small  arteries  of  the  body  generally  may  be  fairly  well 
advanced  without  the  appearance  of  any  signs  of  affection 
of  the  kidney.  Detachment  of  the  retina  is  an  occasional 
result  in  extreme  cases.  The  prognosis  as  regards  vision 
is  best  in  the  cases  depending  on  albuminuria  of  preg- 
nancy. The  retinal  oedema  and  exudation  are  probably 
caused  by  the  blood-state ;  but  the  disease  of  the  small 
bloodvessels  and  the  cardiac  hypertrophy,  no  doubt  add 
to  and  complicate  the  changes.  Indeed,  the  different  types 
of  retinal  disease  which  are  met  probably  depend  in  great 
measure  on  the  varying  parts  played  by  the  three  factors 
alluded  to.  The  failure  of  sight  caused  by  albuminuric 
retinitis  has  often  led  to  the  correct  diagnosis  of  cases 
which  had  been  treated  for  dyspepsia,  headache,  or 
'*  biliousness." 

Diabetes  sometimes  causes  cataract.  In  young  or  middle- 
aged  patients  the  cataract  usually  forms  quickly,  and  is  of 
course  soft.  As  it  is  always  symmetrical,  the  rapid  forma- 
tion of  double,  complete  cataract,  at  a  comparatively  early 
age,  should  always  lead  to  the  suspicion  of  diabetes.  In 
old  persons  the  progress  of  diabetic  cataract  is  much  slower, 
and  often  shows  no  peculiarities.  The  relation  of  the  len- 
ticular opacity  to  the  diabetes  has  not  been  satisfactorily 
explained ;  the  presence  of  sugar  in  the  lens,  the  action 
of  sugar  or  its  derivatives  dissolved  in  the  aqueous  and 
vitreous,  the  abstraction  of  water  from  tlie  lens  owing  to 
the  increased  density  of  the  blood,  and,  lastly,  degenera- 
tion of  the  lens  from  the  general  cachexia  attending  the 
disease,  have  all  been  offered  in  explanation.     It  is  impor- 

1  Gunn :  Trans.  Ophth.  Soc,  vol.  xii.  p.  124. 
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tant  to  kaow  that  diabetic  cataract  sometimes  disappears 
entirely  if  the  health  improves,  the  lena  completely  clear- 
ing up.'  In  a  few  cases  retinitis  occurs;  aometimea  with 
great  asdema  and  copious,  probably  capillary,  hemorrhages 
into  the  retina  and  vitreous,  in  other  cases  with  nuiuerous 
white  patches,  but  no  oedema.  Plastic  iritis  sometimes 
occurs  in  diabetes,  both  with  and  without  previous  opera- 
tion; Schirraer  draws  attention  to  the  importance  of  ex- 
amining the  urine  for  sugar  in  cases  of  intractable  iritis. 
Central  amblyopia  from  disease  of  the  optic  oerves  has 
also  been  observed,  even  it  is  said  in  patients  who  were 
not  smokers,"  and  according  to  Hirschberg  affords  a  grave 
prognosis. 

Leucocyttueinia  is  often  accompanied  by  retinal  hemor- 
rhages, less  commonly  by  whitish  spots  bordered  by  blood, 
and  consisting  of  white  corpuscles  ;  these  spots  may  be  thick 
enough  to  project  forward.  Occasionally  there  is  general 
haziness  of  the  retina.  In  severe  cases  the  whole  fundus  is 
remarkably  pale,  whether  there  be  other  changes  or  not.' 
The  changes  are  usually  symmetrical. 

Progressiye  pernicious  antemia  is  marked  by  a  strong 
tendency  to  retinal  hemorrhages ;  these  are  usually  grouped 
chiefly  near  the  disk,  and  are  striated  (Cowers).  White 
patches  are  also  common,  and  occasionally  well-marked 
neuritis  occurs.  I  have  seen  hemorrhages  of  different 
dates,  and  in  one  case,  shown  to  me  by  Dr.  Sharkey,  there 
had  evidently  been  a  large  extravasation  from  the  choroid 

1  See  cases  recorded  in  Trmns.  Opbtb,  9oc  ,  vol,  T.,  ISSS.  p.  1(17. 

'  See  Leber,  in  ibe  Oiaefe-Saemtsch  H&udbucb.  and  a  p&per  br  Dr. 
Edmiindg  and  the  anlbor,  Trans.  Opbtb,  Soc.,  vol.  ill,  1S.S3.  A  doubtful  case 
iu  a  woman  la  recorded  lb  the  Eame  paper ;  and  another,  also  not  completely 
satlsractory,  by  Bamuel,  In  Hlracbberg's  Centralblatt,  1BS2,  p.  202.  Paper  b; 
Muore :  Nevr  Tork  Medical  Jourual.  IXSS. 

"  For  a  full  account  of  the  cbanges  Bce  Rowers ;  Medical  Ophthalmoscopy. 
Dr.  Sharkey  bag  shown  me  a  case  with  dlOXise  retlaitis,  very  aumeraoB  pnncti- 
fOrm  humorrhBges,  chleQy  peripheral,  and  dllaUittab  with  extreme  lortuoaity 
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at  au  earlier  period.  The  disk  and  fundus  participate  in 
the  iit'Deral  pallor.  In  simple  anoBmia  optic  neuritis  or  reti- 
nitir-  with  hemorrhages  are  met  with ;  the  amount  of  swell- 
ing of  the  nerve  is  sometimes  very  gieat ;  it  m&y  pass  on  to 
atrojihy  with  jiermaDent  impairment  of  vision.  The  reti- 
nitis sometimes  has  the  appearance  of  typical  lenal  retinitis ; 
it  mav  l>e  one-sided. 

Heart  disease  is  variously  related  to  changes  in  the  eyes 
and  iilt^raiions  of  sight.     Aortic  incompetence  often  pro- 
ducei"  visible  pulsation  of  the  retinal  arteries.     This  pulsa- 
tion often  differs  from  that  seen  in  glaucoma  in  extending 
far  l>eyond  the  disk,  and  in  not  heing  so  marked  as  to  cause 
complete  empt^dng  of  the  larger  vessels  during  the  diastole. 
In  glaucoma  the  pulsation  is  confined  to  the  disk.     The 
difference  is  explained  by  the  different  mode  of  production 
in  the  two  cases:   in  the  one,  incomplete  closure  of  the 
aortic  orifice  lowers  the  pressure  in  the  whole  blood-column 
during  the  diastole,  and  allows  a  reflux  of  blood  from  the 
eye:  in  the  other  heightened  intraocular  tension,  telling 
cliief^y  on  tlie  comparatively  yielding  tissues  of  the  optic 
(li.-k,  iii(r».'a<i>  tlie  resistance  to  the  entrance  of  arterial 
])loo(J.     Valvular  disease  of  the  heart  is  generally  present 
in  the  cases  of  sudden  lastintr  blindness  of  one  eve,  clinic- 
ally  diagnosed  as  embolism  of  the  artcria  centralis  retime  ; 
but  in  some  of  these  thrombosis  of  the  artery  or  of  its 
companion  vein,  or  blocking  of  the  internal  carotid^  and 
ophthal.nic  arteries,  has   been   found  poat  inorteni.     Brief 
t(;mporary  failure,  or  even  loss  of  sight  may  occur  in   the 
subjects  of  valvular  iieart  disease,  and  in  some  persons  who 
are  lia])le  to  recurring  headache.    See  Megrim.     Repeated 
attacks  of  this  kind  s(mietimes  lead  to  permanent  blindnass 
of  oik;  (;y(;,  and  atrophy  of  the  disk  comes  on  ;  possibly  re- 
peated Ujmporary  failures  of  retinal  circulation  at  length 

»  (luworH:  Medical  Ophthalmoscopy,  p.  21). 
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give  rise  to  thromboeie.  In  another  group  of  cases  Eight 
faila  during  successive  pregnancies  or  lactations,  recovering 
between  times ;  Bome  of  these  may  be  mere  ac«ommodtttive 
asthenopia ;  others  may  be  due  to  renal  retinitis.  Others 
again  are  due  to  unemic  poisoning  without  ophthalmoscopic 
signs;  in  the  last-named  the  failure  afiects  both  eyes,  and 
usually  develops  suddenly.  The  seat  of  the  affection  is 
probably  the  cerebral  cortex.  It  is  probable  that  high 
arterial  tension  predisposes  to  intraocular  hemorrhage  in 
cases  where  the  small  vessels  are  unsound,  and  that  the 
fre^fuent  association  of  retinal  hemorrhage  with  cardiac 
disease  is  thus  explained. 

Tuberculosis  is  sometimes  accompanied  by  the  formation 
of  tubercle  in  the  choroid.  These  may  occur  in  acute 
miliary  tuberculosis,  whether  the  meninges  be  involved  or 
not ;  but  owing  to  the  difficulty  of  thorough  ophthalmo- 
scopic examination  in  such  patients,  and  the  frequently 
very  small  size  of  the  choroidal  growths,  they  are  much 
more  often  seen  after  than  befiire  death.  Chronic  tuber- 
cular tumors  of  the  brain  may  he  accompanied  by  tubercles 
of  slow  gi'owth  and  larger  size  in  the  choroid,  and  occasion- 
ally these  attain  such  dimensions,  and  cause  such  active 
symptoms,  aa  to  simulate  malignant  tumors'  (p.  315).  It 
is  also  probable  that  certain  cases  of  localized  choroidal 
exudation,  not  accompanied  by  serious  general  symptoms 
or  by  inflammatory  symptoms  in  the  eye,  may  be  of  tuber- 
cular nature  (p.  224,  4). 

Barlow'  has  seen  tubercles  in  the  choroid  post  mortem  in 
sixteen  cases  ;  in  thirteen  with  and  three  without  tubercular 
meningitis.  Sometimes  they  took  the  form  of  extremely 
minute  dots,  "tubercular  dust,"     In  forty-four  children 

1  For  tDterestlDg  casei  of  and  reiuarks  on  chomldal  tuberrulosls  In  its 
VBrlom  ronne  and  relatiooi,  see  coiiiTDUnlcatloiiB  b;  Mackenzie,  Barlow, 
Coupland,  and  Mhera  ia  Tnni.  Opth.  Soc,  voL  ill.  OcUtber,  1S82.  p.  US, 
a.Ki. 

>  Barlow  :  Ibid.,  p.  133. 
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who  died  of  tubercular  diaease,  forty-two  showing  miliary 
tubercles  iu  the  meningea,  Dr.  Money'  found  tubercles  in 
the  choroid  of  one  or  both  eyes  in  fourteen. 

Rheumatism.  In  acute  rheumatism  Dr.  Barlow  informs 
me  that  he  has  more  than  once  seen  well-marked  conges- 
tion of  the  eyes  and  photophobia ;  but  neither  iritis  nor 
other  inflammatory  changes  occur.  The  subjects  of  chronic 
rheumatism  are,  however,  liable  to  relapsing  inflammation 
of  the  eye,  uauallv  taking  the  form  of  iritis,  but  sometimes 
falling  entirely  on  the  scleral  or  episcleral  tissues ;  while  in 
others  leas  common  the  changes  are  apparently  confined 
to  the  conjunctiva — rheumatic  conjunctivitis.  But,  how- 
ever superficial  the  inflammation  or  congestion  may  be, 
there  is  no  muco- purulent  discharge.  Some  of  these 
patients  give  a  history  of  acute  articular  rheumatism  as 
the  starting-point  of  their  chronic  troubles,  others  of  a 
prolonged  subacute  attack,  lasting  for  many  months,  while 
in  others  again  the  articular  symptoms  have  never  been 
severe.  In  yet  another  series  a  liability  to  facial  or  mus- 
cular rheumatism,  or  to  recurrent  neuralgia  from  exposure 
to  cold  or  damp,  is  the  only  "  rheumatic"  symptom  of 
which  a  history  is  given  ;  in  some  of  these  the  neuralgia  is 
probably  gouty,  but  we  have  no  exact  knowledge  of  the 
nature  of  this  chronic  rheumatism  of  which  complaint  is 
so  commonly  made.  It  is  to  be  remembered  that  the  eye 
is  now  and  then  the  first  part  to  be  attacked  by  an  inflam- 
mation, which  later  events  show  to  be  clearly  related  to 
rheumatism  or  to  gout. 

aom)rrhceal  rhenmatiflm  is  not  infrequently  the  starting- 
point  of  relapsing  iritis  aud  the  other  conditions  named 
above,  as  well  as  of  chronic  relajiaing  rheumatism.  Rheu- 
matic iritis  occurring  for  the  first  time  with  gonorrhteal 
iheumatiam  is,  in  my  experience,  more  often  symmetrical 


>  Mocey  :  Lancet,  U.  ISBS,  K 
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than  other  forms  of  arthritic  iritis,  or  than  the  later  attacks 
of  iritis  in  the  same  patient — ^a  fact  which  at  times  makes  the 
distinction  between  rheumatic  and  syphilitic  iritis  difficult. 

This  statement  is  baaed  on  records  of  104  caaeB  of  iritis  with 
well-marked  rheumatic  symptoms,  and  sijt  with  gnnorrliiBa  hut 
no  rheumatism,  in  all  of  which  syphilis  was,  so  far  ha  possible, 
escluded.  (a)  In  thirty-four  of  this  series  the  first  attack  of 
iritis  came  on  during,  or  very  soon  after,  gonorrhceal  rheuma- 
tism; and  in  exactly  one-half  of  these  the  iritis  was  double. 
Id  six  others,  making  forty  in  all,  there  were  iritis  and  gonor- 
rhffla,  but  no  rheumatism,  "  gonorrhceal  iritis,"  and  here  the 
proportions  were  the  same,  (ft)  In  the  remaining  seventy  cases 
the  first  iritis  had  no  relation  to  gonorrhcea;  and  in  the  sub- 
series  the  attack  was  single  in  fifty-six  and  double  in,  at  the 
most,  thirteen,  two  or  three  being  doubtful,  or  about  one-fifth. 
No  corresponding  difference  obtained  in  regard  to  relapses,  the 
vast  majority  of  the  recurrent  attacks  in  both  subgroups  (a  and 
6)  affecting  only  one  eye  at  a  time. 

Gonorrhceal  iritiB.  Some  cases  of  gonorrhceal  iritis  have 
jjeen  described  in  which  there  is  iritis  due  to  gonorrhcea 
without  arthritis  being  actually  present.  Probably  in  these 
cases  the  iritia  is  the  first  indication  of  goaorrhceal  rheu- 
matism. A  variety  of  quiet  conjunctivitis,  not  due  to  infec- 
tion has  also  been  described  without  pain,  and  hardly  any 
discharge. 

Rheumatic  inflaintnation  of  the  conjunctival  or  scleral 
type  occurring  in  gonorrhcea  must  be  carefully  distin- 
guished from  purulent  ophthalmia  due  to  infection,  with 
gonorrhceal  pus. 

In  some  cases  of  acute  inflammation  of  joints  in  infants 
suffering  from  purulent  ophthalmia,  the  arttiritis  is  be- 
lieved to  be  gonorrhceal,  but  derived  from  the  conjunctiva 
instead    of    the   urethra.'      In  a  case   of   this   sort   fluid 

'  Clement  Lucu:  Biil.  Med.  Jonm.,  II.  ISBa,  pp.  67  sod  699  (  Penwlck: 
Ibid.,  p.  BSD  1  SuwomiUkr  :  Btstracted  In  Knapp's  ArcblTCS,  xv.  19146,  p.  232i 
lb.  r,  Ophtb.,  ixxvl.  1,  p.  IDS. 
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obtained  from  the  knee-joint  was  found  by  Deutschmann 
to  contain  gonococci. 

It  is  believed  that  rheuma,ti3m  hi  the  cause  of  some  cases 
of  noD-auppu  rating  orbital  cellulitis,  and  of  relapsiug  epi- 
scleritis. Rheumatism  is  also  believed  to  cause  some  other 
of  the  ocular  paralyses, 

Oout.  Gouty  persons  are  not  very  infrequently  the  sub- 
jects of  recurrent  iritis  indistinguishable  from  that  wliich 
occurs  in  rheuraatiBm.  The  patbology  of  rheumatism  ia 
so  little  understood  that  it  it  is  not  possible  to  distinguish 
it  in  some  of  its  forms  from  gout ;  but  that  the  subjects  of 
true  "  chalk  gout "  are  liable  to  relajMing  iritis  is  undoubted. 
There  is,  on  the  whole,  more  tendency  to  insidious  forms  of 
iritis  in  gout  than  in  rheumatism.  It  ia  also  generally  be- 
lieved that  the  subjects  of  gout,  or  persons  whose  near 
relatives  suffer  from  it,  are  particularly  subject  to  glau- 
coma ;  acute  glaucoma  was,  indeed,  the  "  arthritic  ophthal- 
mia" of  earlier  authors.  Hemorrhagic  retinitis  generally 
due  to  thrombosis  of  one  or  more  of  the  retinal  veins  ia 
alsomore  common  in  gouty  personsthan  in  others;  it  may  be 
single  or  double,  and  is  to  be  distinguished  from  albumin- 
uric retinitis.  It  has  also  been  observed  that  the  children 
or  descendants  of  gouty  persous,  without  being  themselves 
subject  to  gout,  are  liable,  in  early  adult  lite,  to  an  in- 
sidious form  of  iridocyclitis  (p.  170),  which  sometimes 
leads  to  serious  consequences ;'  both  eyes  are  likely  to  be 
attacked  sooner  or  later.  The  cases  in  this  group  probably 
seem  rarer  than  they  are,  from  the  impossibility  in  many 
instances  of  getting  a  full  family  history. 

Several  different  clinical  types  may  be  recognized  in  the 
large  group  of  maladies  referred  to  in  this  section  under 
the  name  of  "  iritis."  Besides  cases  of  pure  iritis  we  meet 
with  examples  of  cyclitis,  in  some  cases  with  increase,  in 

1  HntcbltiBon  :  Lancet,  January,  1S73. 
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others  with  decrease  of  tension  ;  in  other  groups  either  the 
sclerotic  or  conjunctivii  are  chiefly  affected,  true  "  rheu- 
matic ophthalmia"  without  iritis;  a  fuurth  group,  iu 
which  the  pain  ia  disproportiooately  severe,  may  be  spoken 
of  as  neuralgic,  and  these  neuralgic  cases  are  marked  by 
sudden  onset,  short  duration,  and  great  frequency.  In  a 
large  majority,  however,  the  iris  is  the  headquarters  of  the 
morbid  action.  All  ' '  arthritic  "  eye  diseases  tend  strongly 
to  relapse;  they  usually  attack  only  one  eye  at  a  time, 
though  both  suffer  sooner  or  later ;  aud  they  are  all  much 
influenced  by  conditiona  of  weather,  being  most  common  in 
spring  and  autumn. 

The  strumous  conditioii  is  a  fruitful  source  of  superficial 
eye  diseases,  which  are  for  the  most  part  tedious  and  re- 
lapsing, are  often  accompanied  by  severe  irritative  symp- 
toms, but,  as  a  rule,  do  not  lead  to  serious  damage.  The 
beat  types  are :  (1 )  the  different  varieties  of  ophthalmia 
tarsi ;  (2)  all  forms  of  phlyctenular  ophthalmia ;  (3)  many 
superficial  relapsing  ulcers  of  cornea  in  children  and  ado- 
lescents, though  not  distinctly  phlyctenular  in  origin,  are 
certainly  strumous ;  (4)  many  of  the  less  common  but 
very  serious  varieties  of  cyclo-keratitia  in  adults  occur  in 
connection  with  lowered  health,  susceptibility  to  cold,  and 
sluggish  but  irritable  circulation,  if  not  with  decidedly 
scrofulous  manifestations. 

Leprosy  may  have  its  seat  in  almost  any  part  of  the  eye, 
but  it  usually  occurs  first  in  the  superficial  parts,  and  leads 
to  ectropion,  with  exposure  of  the  cornea,  and  xerosis  of 
the  conjunctiva;  or  there  may  be  a  deposit  of  lepromata 
in  the  cornea  leading  to  its  perforation,  and  to  panophthal- 
mitis ;  iritis  and  cyclitis  may  also  occur,  and  leprous  inva- 
sion of  the  retina  has  also  been  seen. 

Entozoa  sometimes  come  to  rest  and  develop  iu  the  eye 
or  orbit.  The  most  common  intraocular  parasite  is  the  cydi- 
eereae  ceUulosm ;  it  is  excessively  rare  in  this  country,  but 
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more  common  on  the  Contiueut.  The  eysticercus  may  be 
fuvuid  either  beneath  the  retina,  in  the  vitreous,  or  upon 
the  iris,  and  may  sometimes  he  recognized  in  each  of  these 
positions  by  Its  movements.  The  parasite  has  been  success- 
fully extracted  from  the  vitreous  ;  when  situated  on  the  iris 
its  removal  involvea  an  iridectomy.  Sometimes  it  develops 
under  the  conjunctiva,  where  I  have  seen  it  set  up  suppu- 
rative inflammation.  The  echmocoeew  hydatid  with  mul- 
tiple cyste  may  develop  to  a  large  size  in  Che  orbit  and 
cause  much  displacement  of  the  eyeball. 

B.  Eye  disease,  or  eye  symptoms,  indicative  of  local  dis- 
ease at  a  distance. 

Megrim  is  well  known  to  be  sometimes  accompanied,  or 
even  solely  raaoifeste^l,  by  temporarj'  disorder  of  sight. 
This  generally  takes  the  form  of  a  flickering  cloud  («»'«- 
tillating  icoioma)  with  serrated  borders,  which,  beginning 
near  the  centre  of  the  field,  spreads  eccentrically,  so  as  to 
produce  a  large  defect  in  the  field,  a  sort  of  bemianopsia, ; 
the  borders  of  the  cloud  may  be  brilliantly  colored.  It 
is  referred  to  both  eyes,  and  is  visible  when  the  Uda  are 
closed.  Tlie  atta«k  lasts  only  a  short  time,  and  perfect 
sight  returns.  In  many  patients  this  amblyopia  is  the  pre- 
cursor of  a  severe  sick  headache,  but  in  others  it  constitutes 
the  whole  attack ;  it  scarcely  ever  follows  the  headaohe. 
Less  definite  and  characteristic  symptoms  (dimuess,  cloudi- 
ness, or  muscae),  are  compliuned  of  by  some  patients.  (Com- 
pare p.  444.) 

Neoralgiaof  the  fifth  nerve,  especially  of  its  first  divisioD, 
in  a  few  cases  precedes  or  accompanies  failure  of  sight  in 
the  correspooding  eye,  with  neuritis  or  atrophy  of  the  disk. 
A  liability  to  neuralgia  of  the  face  and  head  is  not  infre- 
quently observed  in  persons  who  subsei|uently  suRer  from 
glaucoma.  Intense  neuralgic  pain  in  the  face  or  head 
sometimes  causes  dimness  of  sight  of  the  same  eye  while 
the  pain  lasts.     The  old  belief  tliat  injury  to  branches  of 
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the  fifth  nerve  can  cause  amauroais  is  not  borne  out  by 
moderu  experience,'  injury  to  the  optic  nerve  by  fracture 
of  the  skull  furnishing  the  true  explanation  ot  such  cases. 

.Sympathetic  ophthalmitis  is  the  only  known  instance  in 
which  iuflammatioD  of  I  he  eyeball  is  caused  by  local  dis- 
ease of  an  independent  part. 

Diseases  of  the  central  nerToos  system  may  be  shown  in 
the  eye  either  at  the  optic  disk  (papillitis  and  atrophy)  or 
in  the  muscles  (strabismus  and  diplopia). 

The  diseases  which  most  often  cause  papilliHs  are  intra- 
cranial tumors,  syphilitic  growths,  and  meningitis.  Abscess 
of  the  brain  and  softening  from  embolism  and  thrombosis 
less  commonly  cause  it,  and  cerebral  hemorrhage  scarcely 
ever.'  Papillitis  has  been  found  in  a  few  cases  of  acute  and 
subacute  myelitis;^  it  does  not  occur  In  spinal  meningitis. 

In  a  very  large  proportion  (Gowers  thinks  at  least  four- 
fifths)  of  all  the  cases  of  cerebral  tumor  (including  syphilitic 
growths)  optic  neuritis  occurs  at  some  period.  The  severity 
and  duration  of  the  neuritis  vary  much,  and  probably  de- 
pend in  many  cases  on  the  rate  of  progress,  as  well  as  on 
the  character  of  the  morbid  growth.  It  not  uncommonly 
sets  in  at  no  long  interval  before  death,  while  in  other  cases 
it  is  very  chronic.  There  is  not  much  in  the  character  or 
course  of  the  papillitis  to  help  us  in  the  localization  of  in- 
tracranial tumor ;  and  although  a  very  high  degree  of 
papillitis,  with  signs  of  great  obstruction  to  the  retinal 
circulation,  generally  indicates  cerebral  tumor,  there  are 
many  cases  in  which  the  presence  of  papillitis  does  not 
help  us  to  decide  the  nature  of  the  intracranial  disease, 
whether  tumor,  meningitis,  or  syphilitic  disease. 

I  Raferenoea  to  many  of  tbo  oarliOF  oasee  aupposed  \o  prove  tlils  relation 
between  the  anh  kqiI  optlo  nerrua  are  given  br  Brown-54iiuaid  In  Holme!' 
SyEtem  of  Sui^ry,  third  edition,  vol.  li,  p.  206. 

'  AcBwbi  Iir.  Bii«to»etaTnn!,  Ophtti.  Soc. ,  vol.  vi.  IfM,  p.  863. 

■flawerg'  Uk,  oit„  p.  Ifll;  DroschfeM :  Lancet.  January  17.  18B2;  and 
Sharkey  and  Lawford  :  Trans.  Ophtb.  Soc.,  vol.  Iv.  p.  232. 
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AjuAftiag  96  caseB  ai  hM  oerahnl  Vamxxtf  Ednmndf  and 
Lawf<»rd  Icmiid  that  optic  neuritis  was  obierfed  In. 19  of  41 
cases  where  tiie  disease  was  at  mr  toward  the  comYesilj  (or 
46  per  cent);  while  it  was  seen  in  41  of  55  cases  where  die 
disease  was  chiefly  at  the  base  (or  75  per  cent).  In  48  eases 
the  tnmor  was  dther  in  the  bassl  ganglia  or  the  cereMlaaiy 
and  in  87  of  these  (=:86  per  cent)  optic  neoritis  ooenrad 
(IhmmMiiani  qf  O^MoMe  Sbeidy,  r(A.  It.  172, 1884). 

TomoiB  also  sometimes  cause  simple  optic  atroplij  hj 
presring  upon  or  invading  some  part  of  the  optic  fibres. 

Intnusraiiial  sfviMttlis  disease  is  a  c<mimoQ  cmso  of 
p^>illit]s»  the  disease  being  either  a  gnmmatons  growHi  in 
the  brain,  or  a  growth  or  thickening  beginning  in  the  dura 
mater,  or  basilar  meningitis.  The  prognosis  is  modi  belter 
than  in  cerebral  tumors  if  vigorous  treatment  be  adopted 
early ;  indeed,  in  all  cases  of  papillitis  where  intracranial 
disease  is  diagnosed,  and  sjrphilis  even  remotely  po8Bibl% 
mercury  and  iodide  of  potasdum  should  be  promptly  given. 

Meningitis  often  causes  papillitis,  but  in  this  respect  mucb 
depends  on  its  position  and  duration.  Meningitis  limited 
to  the  convexity,  whatever  its  cause,  is  seldom  accompanied 
by  ophthalmoscopic  changes;  on  the  other  hand,  basic 
meningitis  very  often  causes  neuritis. 

Among  sixteen  cases  of  injury  to  the  head  ending  in  death 
Edmunds  and  Lawford  never  found  optic  neuritis  without 
basic  meningitis;  while  they  found  no  neuritis  when  the 
damage  was  limited  to  the  convexity  {Transactions  of  Ophthalmic 
Society,  October,  188G). 

The  neuritis  in  basic  meningitis  is  probably  proportionate 
to  the  duration  and  intensity  of  the  intracranial  mischief, 
being  comparatively  slight  in  acute  and  rapidly  fatal  cases, 
whether  tubercular  or  not.  In  tubercular  meningitis, 
papillitis  is  very  common,^  and  its  occurrence  seems  especi- 

1  Garlick  found  it  in  28  of  26  fatal  cases  (Med.-Chir.  Trans.,  vol.  IzU.). 
Money  (loc.  cit.)  discovered  it  in  only  16  to  42  fktal  cases.  Slight  papUliUf  ia 
very  easily  overlooked  In  delirious  or  fretfUl  cbUdren. 
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ally  related  to  the  presence  of  inflammatory  changea  about 
the  chiasraa  (Gowere) ;  and  even  the  neuritis  oeciirriDg  iii 
cases  of  cerebral  tumor  seeiDs  often  to  be  caused  by  second- 
ary meningitis  set  up  by  the  growtb,'  lu  a  form  of  men- 
ingitis in  young  children,  named  by  Dra.  Gee  and  Barlow 
"  posterior  basic,"  optic  neuritis  is  infrequent,  though  the 
patients  often  live  some  little  time,  Wlien  patients  recover 
from  meningitis  the  neuritis  may  pass  into  atrophy  and 
cause  amaurosis ;  such  cases  are  well  known  to  ophthalmic 
surgeons ;  it  is  probable  that  some  of  them  may  be  instances 
of  recovery  from  tubercular  meningitis.  In  rare  cases 
papillitis  occurs  with  severe  head  symptoms,  ending  in 
death,  but  without  macroscopic  changea  in  the  brain  or 
membranes.  Microscopical  changes  in  the  brain  substance, 
justifying  the  terra  cerebritis,  have  been  fouud  in  one 
such  case  by  Dr.  Sutton,  and  in  another  by  Dr.  Stephen 
Mackenzie.'  It  must  not  be  forgotten  that  optic  neuritis 
may  be  caused  by  various  altered  conditions  of  the  blood  ; 
and  that  it  is  occasionally  seen  without  any  evidence  either 
of  central  nervous  disease  or  of  blood  changes. 

Hydroceplialas  rarely  causes  papillitis,  but  often  at  a  late 
stage  causes  atrophy  of  the  optic  nerves  from  the  pressure 
of  the  distended  third  ventricle  on  the  chiasma.  Dr.  Bar- 
low informs  me  that  he  has  several  times  seen  a  very  gross 
form  of  choroiditis  ending  in  immense  patches  of  atrophy  ; 
I  have  recorded  one  such  case  and  seen  others. 

The  diseases  most  commonly  c&iis'mg  alropky  not  preceded 
hijpapillilU  are  the  chronic  progressive  diseases  of  the  spinal 
cord,  especially  locomotor  ataxy.  The  atrophy  in  these 
cases  is  slowly  progressive  and  double,  though  seldom  be- 
ginning at  the  same  time  in  both  eyes;  it  almost  always 
ends  in  blindness,  although  sometimes  not  until  after  many 
years.    Similar  atrophy  sometimes  occurs  in  the  early  stages 
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of  general  paralysis  of  the  insane,  but  chiefly  in  cases  com- 
plicated by  marked  ataxic  symptoms.  It  ia  also,  but  much 
more  rarely,  seen  Id  lateral  and  in  insular  sclerosis.  In  the 
latter  amblyopia  with  slight  neuritic  changes  m  occasionally 
seen,  and  sight  may  improve  or  almost  recover  after  having 
been  defective  for  some  time.  In  cases  of  homonymoua 
lateral  hemianopia  we  find  that  sometimes  the  blind  half 
of  the  field  is  separated  from  the  seeing  half  by  a  straight 
line  which  seems  to  pass  through  the  fisatioo  point  (Fig. 
9-i) ;  but  more  commonly  this  dividing  line  deviates  toward 
the  blind  half  in  the  central  part  of  the  field,  thus  leaving 
a  small  central  area  of  perfect  vision.  Careful  observa- 
tions show  that  the  dividing  line  probably  never  actually 
passes  through  the  fixation  point;  the  explanation  of  this 
is  that  fibres  from  the  macular  region  pass  through  both 
optic  tracts  and  both  hemispheres,  so  that  central  vision  is 
not  destroyed  by  disease  of  either  tract. 

Motor  disorders  of  the  eyes.  Bome  of  the  more  common 
causes  of  ocular  palsy  have  been  already  given.  It  may 
be  mentioned  here  that  basic  meningitis  often  causes  par- 
alysis of  one  or  more  of  the  ocular  nerves,  with  squinting 
(and  double  vision  if  the  patient  be  conscious);  and,  fur- 
ther, that  the  palsy  in  such  cases  often  varies,  or  appears 
to  vary  from  day  to  day. 

Locomotor  ataxy  and  general  paralysis  of  the  insane  ara 
sometimes  preceded  by  paralysis  (usually,  but  not  always, 
temporary)  of  oue  or  more  of  the  eye  muscles,  causing 
diplopia ;  and  there  may  for  years  be  nothing  else  to  attract 
attention.  The  same  diseases  may  also  be  ushered  in  by 
internal  ocular  paralysis.  The  most  frequent  variety  ia 
loss  of  the  reflex  action  of  the  pupils  to  sensory  stimula- 
tion of  the  skin  and  to  light,  while  their  associated  action 
remains,  "reflex  iridoplegia ;"  when  shaded  and  lighted 
they  remain  absolutely  motionless,  but  they  contract  with 
convergence  of  the  eyesj  and  dilate  again  when  the  eyes 
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pease  to  converge  ("  Argyll- Robertson  symptom  ").'  This 
phenomenon  is  often,  though  by  no  means  always  associ- 
ated with  a  contracted  state  of  the  pupils ;  hence,  the  term 
"  spinal  miosis"  is  often  but  incorreetly  used.  Thia  re- 
flex paralysis  of  the  iris  is  one  of  the  moat  valuable  of  the 
early  signs  of  locomotor  ataxy.  We  do  not,  however,  yet 
know  how  often  it  may  occur  in  healthy  persons  or  with- 
out eventual  spinal  disease  ;  it  certainly  has  comparatively 
little  significance  in  old  persons.  Recent  observations  show 
that,  at  least  in  general  paralysis  of  the  insane,  loss  of  reflex 
dilatation  to  sensory  stimulation  of  the  skin  is  probably  the 
earliest  pupillary  change,'  The  complementary  symptom, 
loss  of  associated  with  retained  reflex  action  of  the  pupils, 
has  not  been  fully  studied.  Any  of  the  other  internal  paral- 
yses may  also  in  certain  cases  occur  as  precursore  of  ataxy. 
Paralysis  of  one  third  nerve  coming  on  with  hemiplegia  of 
the  opposite  side  may,  but  does  not  necessarily,  indicate 
disease  of  the  crus  cerebri  on  the  side  of  the  palsied  third 
nerve.'  Ophthalmoplegia  externa  has  been  already  men- 
tioned ;  it  may  here  be  added  that  eases  occur  in  which 
thia  condition  appears  to  be  "  functional,"  in  which,  at 
any  rate,  the  symptoms  come  on  quickly  and  pass  off  com- 
pletely, recurring  perhaps  at  a  later  period ;  of  these  cases 
I  have  seen  several  in  young  adults. 

Double  ophthalmoplegia  extenia  is  the  extreme  type 
of  a  largo  and  important  class  of  ocular  palsies,  to  which 
much  attention  has  been  given  recently,  characterized  by  the 
paralysis  of  certain  mouemmfe  (usually  associated  movements 
of  the  two  eyes),  not  of  the  mmcles  supplied  by  a  certain 
nerve.  There  may  be — *,  g.,  loss  of  power  of  both  eyes  to 
look  upward  {both  superior  recti),  or  loss  of  power  to  look 
to  the  right  (R.  external  and  L.  internal  rectus) ;  and  yet 

■  ArgyU-ftobBttaon  :  Edioburnh  Med.  Joorn.,  1889,  p.  TCa. 
I  Sevan  Is<k\»  :  Tmaa.  Opbth.  Soc..  vol.,  Ul.  18SS. 

■  For  eiecplions  Bee  Robin;   Troo' ' 
I'EneiphiUo,  1880,  p.  95. 
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is  tha  latter  case  tbe  L.  interDal  rectus,  if  differeDtly  asso- 
ciated, as  with  the  R.  internal  daring  convergence,  rany  ' 
act  perfectly  welL  Saeh  associated  paralyses  are  explained 
by  koonB  (oBnally  eolerotic,  orrcasionally  tumor}  affecting 
Uie  fseatm  for  oertaiu  combined  movements,  which  are 
mwe  OMibal  anatomically  and  higher  pfayaiologically  thaa 
the  centres  of  origin  of  the  uerve-trunks.  Cases  of  paral- 
yni  of  both  tlurd  or  both  sixth  nervesj  and  also  of  com- 
plete ophthalmopl^ia,  are  sometimes  due  to  symmetrical 
ooane  diaease  (^phUitic  gumraata,  for  instance)  of  the 
afibcted  nerve-tnmks.  The  symptoms  io  all  the  casea 
referred  to  in  this  paragraph  may  be  temporarj'  or  perma- 
nmt,  acute  or  chronic,  and  caused  by  various  fine  or  coarse 
ftDatomical  changes;  and  they  are  frequently  associated 
Trith  other  and  graver  nervous  aymptoma.  It  is  of  great 
importance  in  cases  of  multiple  and  associated  ocular  | 
paralyms  to  make  oat  if  we  can  whether  the  STi^toDH ' 
point  to  peripheral  disease  (disease  of  nerve-trunks),  or  to 
disease  of  the  nuclei  of  origin  of  the  nerves,  or  to  lesion  of 
the  centres  for  certain  movements. 

Cases  of  reeurreni  paralyda  of  ocular  nerves,  most  fre- 
qnently  of  the  third  nerve,  have  been  described,  associated 
with  periodic  headache  on  the  same  side ;  from  the  few 
pod  m&rtem  examinations  that  have  been  made,  the  symp- 
toms appear  to  be  due  to  small,  innocent  growths  in  the 
trunk  of  the  affected  nerve.' 

Insular  (disseminated)  sclerosis  is  often  accompanied  by 
nystagmus,  characterized  by  irregularity  both  of  the  am- 
plitude and  rapidity  of  the  movements,  and  by  pallor  and 
atrophy  of  the  optic  nerves. 

^sterical  eye  symptoms.    See  pp.  273,  379. 

C.  Cases  in  which  the  eye  shares  in  a  local  process  afEect- 
ing  the  neighboring  parts. 

iSeeHolmeaSpicersadOTmerad;  Tniii.  Oiditb.  Boc.,  vol.  zTt 
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Id  herpes  zoster  of  the  first  division  of  the  fiftli  nerve 
the  eye  participates.  When  only  the  aupra-orbital  or  supra- 
trochlear branches  are  attacked  the  eyeball  usually  eacapea, 
or  is  only  superficially  congested.  But  if  the  eruption 
occur  on  the  parts  supplied  by  the  naaal  branch — i.  e.,  if 
the  spots  extend  down  to  tlie  tip  of  the  nose — there  is  usu- 
ally inflammation  of  the  proper  tissues  of  the  eyeball 
(ulceration  or  infiltration  of  cornea  and  iritis) ;  for  the 
sensitive  nerves  of  the  cornea,  iris,  and  choroid  are  de- 
rived, through  the  long  root  of  the  ophthalmic  ganglion, 
from  the  nasal  branch.  Occasionally  the  eye  suSera,  how- 
ever, when  the  nasal  branch  escapes.  The  pain  and  swell- 
ing of  the  herpetic  region  are  often  so  great  that  the  attack 
gets  the  name  of  "  erysipelas."  In  rare  cases  atrophy  of 
the  optic  nerve  and  paralysis  of  the  third  and  other  neigh- 
boring nerves  occur  with  the  herpes.' 

In  paraljrsis  of  tlie  first  dlTision  of  the  fifUi  the  cornea 
and  conjunctiva  are  anieathetJc  ;  the  cornea  may  be  touched 
or  rubbed  without  the  patient  feeling  at  all.  In  many 
cases  ulceration  of  the  cornea,  usually  uncontrollable  and 
destructive  in  character,  takes  place.  This  is  probably  due 
to  anesthesia  of  the  cornea ;  the  loss  of  sensation  (1)  allows 
injuries  and  irritatioua  to  occur  unperceived,  and  (2) by  re- 
moving the  reflex  effect  of  the  sensory  nerves  on  the  calibre 
of  the  bloodvessels,  permits  inflammation  to  go  uncontrolled. 

In  paralysis  of  the  facial  nerve  the  eyelids  cannot  be 
shut,  and  the  cornea  remains  more  or  less  exposed.  When 
a  strong  effort  is  made  to  close  the  hds  the  eyeball  rolls 
upward  beneath  the  upper  lid.  Epiphora  is  a  common 
result  of  facial  palsy.  Severe  ulceration  of  the  cornea 
may  result  from  the  exposure. 

Paralysis  of  the  cervical  STrnpathetic  causes  some  nar- 
rowing of  the  palpebral  fissure  from  slight  drooping  of  the 

M  b;  Ut.  Jfssop,  la 


458 


GENERAL  DISEASES  OF  TBE  EYE. 


i 


upper  lid,  apparent  recession  of  the  eye  into  the  orbit,  aotl 
more  or  less  miosis  from  paralysis  of  the  dilator  of  the 
pupil  (p.  377).  No  changes  are  obaerved  in  tlie  calibre  of 
the  bloodveaaels  of  the  eye,  or  iu  the  secretion  of  tears. 
The  pupil  is  said  to  be  leas  contracted  after  division  of  the 
sympathetic  trunk  than  when  the  trunk  of  the  fifth  (and 
with  it  the  oeulo-aympathetic  fibres)  is  cut,  and  knowledge 
of  this  may  be  now  and  then  useful  in  diagnosis. 

In  ezophthalmic  goitre  (Graves'  disease,  Basedow's  dis- 
ease) the  most  prominent  symptoms  are  protrusion  of  the 
eye,  excited  action  of  the  heart,  enlargement  of  the  thy- 
roid, and  certain  nervous  phenomena;  the  protrusion  is 
almost  invariably  bilateral,  though  not  infrequently 
greater  on  the  right  side.  The  upper  lids  do  not  follow 
the  eyeball  in  looking  down  (v.  Graefe's  sign) ;  infre- 
queticy  of  involuntary  winking  (Stellwag'a  sign)  and 
abnormal  width  of  the  palpebral  aperture  are  also  found. 

Iu  severe  cases  the  proptosis  may  be  so  great  as  to  pre- 
vent full  closure  of  the  hds,  and  in  these  dangerous  ulcera- 
tion of  the  cornea  is  to  be  feared.  In  such  cases  it  is  bene- 
ficial to  shorten  the  palpebral  figure  by  uniting  the  borders 
of  the  lids  at  the  outer  canthus,  or  even  to  unite  the  lids  iu 
their  whole  length  (p.  387).  No  changes  are  present  in 
the  fundus,  except  occasional  dilatation  of  arteries  and 
spontaneous  arterial  pulsation.  The  seat  of  the  lesiou 
causing  this  peculiar  malady  ia  not  yet  known ;  it  was 
formerly  supposed  to  be  due  either  to  some  morbid  con- 
dition of  the  sympathetic,  or  to  disease  of  the  heart ;  there 
is  more  to  support  the  view  that  it  is  due  to  a  primary 
localized  lesion  of  the  medulla  oblongata.  More  recent 
observations  have  tended  to  show  that  all  the  symptoms 
may  be  caused  by  excessive  formation  of  thyroid  secretion 
and  by  its  absorption  by  the  blood.' 

'Sat  dlaciusloa, Carlisle  meeting  of  BiltlJh  Uedlcal  AB»cl&tion,  BriUah 
Med.  Joum.,  1896,  it.  p.  B9S. 
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ErysipelaB  of  the  face  sometimes  invadea  the  deep  tissues 
of  the  orbit,  aiid  causes  blindness  by  affectiug  tlie  optic 
nerve  and  retina ;  on  recovery  the  eye  is  found  to  be  blind, 
and  the  ophthalmoscope  shows  either  simple  atrophy  of  the 
disk,  or  signs  of  past  retinitis  also.  Other  forma  of  orbital 
cellulitis  may  lead  to  the  same  result. 

[Disease  of  the  nose  is  in  certain  cases  a  moat  important 
cause  of  ocular  disease.  Phlyctenular  ophthalmia,  par- 
ticularly when  persistent  and  rebellious  to  treatment,  will 
often  be  found  to  accompnny  a  clironic  rhinitis.  The  treat- 
ment of  the  uasal  mucous  membrane,  added  to  the  local 
and  general  treatment  already  recommended,  leads  to  the 
most  prompt  and  complete  recovery. 

In  many  cases  of  lachrymal  obstruction  an  examination 
of  the  nose  will  show  that  the  duct  has  been  closed  at  the 
lower  extremity,  either  by  pressure  of  hyjiertrophied  or 
distorted  turbinals,  the  tension  of  cicatricial  bands,  or  by 
chronic  inflammation  in  the  adjoining  membrane.  The 
obstruction  is  most  perfectly  and  readily  relieved  by  direct 
treatment  of  the  nasal  condition.} 

Note  on  the  Teeth  in  Inherited  Syphilis,  with 
Description  of  Pig.  161.  None  of  thejSrst  set  of  teeth 
are  characteristically  altered,  though  the  incisors  frequently 
decay  early. 

Ill  the  permanent  id  only  two  teeth,  the  central  upper 
incisors,  are  to  be  relied  upon ;  but  the  other  incisors,  both 
upper  and  lower  and  the  first  molars,  are  often  deformed 
from  the  same  cause.  The  characteristic  change  in  the 
central  upjrer  incisors  appears  to  depend  upon  defective 
formation  of  the  central  lobe  of  the  tooth  (Fig.  161,  2,  5, 
and  6).  Soon  after  the  eruption  of  the  tooth  this  lobe 
wears  away,  leaving  at  the  centre  of  the  cutting  edge  a 
vertical  notch  (No.  1).  If  the  cause  have  acted  so  in- 
tensely as  entirely  to  prevent  the  development  of  the  cen- 
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tral  lobe,  we  find,  instead  of  the  notch,  a  narrowing  and 
thinning  of  the  cutting  edge  in  comparison  with  the  crown, 
and  this,  according  to  its  degree,  produces  a  resemblance 

FlO.  161. 
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to  a  screw-driver,  or  to  a  peg  (Nos.  3  and  4).     The  teeth 
are  also  usually  too  small  in  every  dimension,  so  that  the 
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incUore  are  often  separated  from  one  another  by  C' 
able  spacea.  In  extreme  cases  all  the  iacisors  are  peggy 
and  much  dwarfed.  The  changes  are  usually  symmetrical, 
but  No.  5  shows  one  tooth  typically  deformed  and  the 
other  normal. 

Fig.  161  (No.  7)  shows  in  an  extreme  degree  the  changes 
due  to  abseuce  of  eoaniel  from  the  permanent  teeth  (' '  mer- 
curial," "  stomatitic,"  "  strumous,"  and  "  rickety  "  teeth). 
The  change  occurs  in  lines  running  horizootallj  across  the 
whole  set  of  permanent  incisors  and  canines.  When  slight 
it  afiects  only  the  part  near  the  edge,  the  enamel  beginning 
as  a  sudden  terrace  or  step  a  tittle  distance  from  the  edge ; 
in  bad  cases  several  such  "  terraces  "  are  present,  and  the 
whole  tooth  is  rough,  pitted,  and  discolored.  The  first 
permanent  molars  show  a  corresponding  change  on  the 
grinding  surface.  It  is  this  imperfection  that  is  found 
present  in  nearly  all  cases  of  lamellar  cataract  (p.  193), 
though  the  dental  condition  is  common  enough  in  persons 
without  that  or  any  other  form  of  cataract. 
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THE  PRACTICAL   EXAWINATrON  OF  KAILWAY 

EMPLOYES     AS  TO   COLOR-BLINDNESS, 

ACUTENESS    OF    VISION,    AND 

HEARING. 

By  William    Thomson,  M.D., 


At  thecoQcliiaion  of  the  International  Medical  Congress, 
in  London,  in  1881,  but  two  aubjecte  were  thought  so  im- 
portant aa  to  be  brought  before  the  entire  Congress  for  ita 
official  aauction  as  the  voice  of  the  whole  profea 
lutions  were  adopted  (1)  strongly  urging  the  necessity  of 
vivisection  in  advancing  medical  science  and  art;  and 
(2)  strongly  urging  upon  the  various  governments  to 
appoint  delegates  to  an  international  commission  to  agree 
upon  tests  of  sight  suitable  to  be  enforced  in  the  case  of 
signallers  and  look-out  men,  by  land  or  sea,  with  a  view 
to  the  safety  of  life  and  property.  This  resolution  emanated 
from  the  Ophthalraological  Section,  and  was  drawn  up  by 
a  committee  consisting  of  the  following  persons,  all  of  whom 
had  made  themselves  conspicuous  by  their  studies  upon  this 
subject,  and  by  their  labors  to  effect  this  reform  by  appeals 
to  the  authorities  of  their  various  nations ;  Chairman,  Prof, 
Donders,  for  the  Netherlamis ;  Mr.  William  Bowman,  for 
Great  Britain;  Dr.  Dufour,  for  Switzerland;  Dr.  Gama 
Lobo,  for  Brazil ;  Dr.  Samuel  T.  Knaggs,  for  N.  S.  Wales ; 
Prof.  I>;ber,  for  Germany;  Dr.  Libbrecht,  for  Belgium; 
(463) 


464  SUPPLEMENT. 

Dr.  L.  Marshal,  for  France ;  Dr.  Ole  Bull,  for  Norway ; 
Dr.  Oslo,  for  Spain  ;  Dr.  Reymond,  for  Italy ;  J.  T.  Kudall, 
F.R.C.S.,  for  Victoria ;  Prof.  W.  Thomson,  for  the  United 
States;  Dr.  Warlomont,  for  Belgium;  Secretary,  Dr. 
Brailey,  London. 

That  no  wide  control  had  as  yet  been  obtained  is  shown 
by  the  need  for  further  action  advised  by  the  Congress ; 
but  die  discussion  and  an  acquaintance  with  the  schemes 
that  had  been  and  were  then  proposed  convinced  me  that 
one  of  the  main  difficulties  has  been  found  in  the  need  of 
some  more  simple  method  for  determining  the  color-sense, 
since  all  those  now  before  the  profession  demand  the  pres- 
ence of  special  or  medical  experts  of  high  culture  to  pro- 
nounce upon  the  individual  applications  of  the  tests,  and 
specialists  of  this  type  are  not  abundant  in  any  country. 

In  the  hope  that  a  common  standard  for  land  and  sea, 
which  would  give  a  qualitative  as  well  as  a  quantitative 
test  for  color-sense,  might  come  into  general  use,  the  com- 
mittee will  recommend  the  isocliromatic  tables  on  the  prin- 
ciple of  Stilling,  consisting  of  squares  of  confusion  colors 
and  test  colors  intermingled  so  as  to  form  letters,  but  which 
will  be  found  too  complicated  to  be  trusted  to  any  but 
trained  examiners  of  special  educational  fitness,  or,  in 
other  words,  medical  men  acquainted  with  the  diseases 
and  defects  of  tlie  eye. 

The  European  idea  seems  to  be  to  propose  to  the  govern- 
ing powers  an  organization  composed  of  medical  experts  in 
sufficient  number,  who  shall  personally  examine  the  rail- 
way employes  under  the  direction  of  some  one  or  more 
eminent  ophthalmic  surgeons,  to  be  paid  by  the  govern- 
ment, to  establish  a  standard  for  sight  and  color-sense, 
and  to  give  or  withhold  certificates  which  will  entitle  the 
men  to  remain  in  or  leave  the  service.  From  the  failures 
to  secure  this  control  it  may  be  inferred  that  opposi- 
tion ha^  been  successfullv  made  bv  the  railwavs,  or  that 
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the  persona  in  authority  have  not  been  convinced  of  the 
practical  value  of  the  schemea.  No  steps  have  yet  been 
taken  in  England,  and  it  ia  felt  that  there,  as  in  this 
country,  no  amount  of  agitation  would  suffice  to  bring  the 
railways  under  such  legislation. 

Upon  the  conclusion  of  the  labors  of  the  committee  the 
plan  described  below  was  briefly  mentioned  as  the  one 
most  feasible  in  our  country,  and  much  interest  was  shown 
in  it  and  in  the  instrument  for  the  use  of  the  detection  of 
color  defects ;  and  it  was  agreed  that  with  it  any  properly 
instnicted  noii-medical  persoa  could  make  the  first  exam- 
inations, and  transmit  the  results  for  the  decisions  of  a 
medical  authority;  and  that  large  bodies  of  men  might 
thus  be  safely  passed  through  the  testing  without  the  pres- 
ence of  medical  examiners.  One  member  of  the  committee 
has  already  sent  to  me  for  the  instrument,  with  the  state- 
ment that  he  will  advise  his  government  to  employ  it  ou  the 
railways;  and  another  instrument  has  been  sent  through 
the  British  Consul  at  Philadelphia,  at  the  request  of  the 
Secretary  of  the  Marine  Department,  for  the  use  of  the 
Board  of  Trade  in  London, 

In  giving,  then,  the  details  of  the  system  for  examina- 
tion into  the  "  sight,  color-sense,  and  hearing,"  which  was 
prepared  by  me  for  the  Penosylvania  Railroad,  and  per- 
fected by  the  aid  of  a  committee  of  their  transportation 
officers,  and  which  has  been  adopted,  I  feel  that  a  decided 
step  forward  has  been  made,  and  that  the  ideas  which 
underlie  it  are  substantial,  viz. :  1,  That  it  would  he  im- 
possible by  any  agitation  to  subject  a  road  passing  through 
many  sovereign  States  to  legislation  which  might  be  con- 
sidered hostile  to  its  interest.  2.  That  for  the  protection 
of  lives  and  property  any  rood  would  gladly  accept  the 
aid  of  scientific  advisers  when  offered  in  a  practical  form. 

The  signal  failure  to  carry  out  State  legislation  obtained 
by  public  agitation  in  Connecticut,  under  which  scientific 
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experta,  designated  by  the  Governor  and  paid  by  the  road, 
were  provided  for,  and  fixing  severe  penalties  for  the  em- 
ployment of  any  man  not  provided  with  experts'  certificates, 
proved  that  the  officers  of  the  roads  were  not  willing  to  sub- 
mit their  employfe  to  the  scrutiny  of  State  officiala  who, 
adopting  their  own  standards,  could  practically  aummariiy 
discharge  perhaps  15  per  cent,  of  their  men,  disturb  the 
discipline,  and  impair  the  organization  of  their  roads; 
while  the  political  power  of  a  large  number  of  such  em- 
ployes, each  with  a  ballot,  was  fully  demonstrated  in  their 
successful  demand  for  the  repeal  of  this  law.  Any  advice 
on  this  subject  to  be  accepted  by  the  railway  officials  ought 
to  be  given  by  scientists  of  their  own  selection,  and  must 
be  confidential,  in  orderthat  they  may  either  discharge 
men  unfit  for  service,  or  transfer  to  positions  where  they 
can  do  no  harm  those  who  by  education  are  too  valuable 
to  be  lost  to  their  service;  while  the  men  would  gladly 
accept  any  wise  precautions  against  the  dangers  of  their 
occupation  which  could  be  provided  for  their  own  safety. 

These  difficulties  are  overcome  by  the  employment  of  the 
instructions  which  I  have  prepared  for  the  use  of  the  Penn- 
sylvania Bailroad,  and  which  can  be  followed  by  a  non- 
medical person,  properly  instructed,  who  will  place  the 
results  on  a  blank,  and  transmit  them  to  the  professional 
expert  having  supervision  of  the  eotire  examination. 
From  these  data  a  just  decision  can  be  made  as  to  the 
sight,  color-sense,  and  hearing  of  each  employ^. 

In  accordance  with  a  wish  expressed  many  months  ago, 
that  I  should  suggest  some  practical  method  for  the  exam- 
ination of  the  employes  of  the  Pennsylvania  Railroad  as 
to  their  ability  to  see  the  colored  signals  by  day  and  night 
used  in  the  service,  I  devoted  much  time  to  the  subject,  in 
an  effort  to  overcome  the  following  difficulties  : 

1.  To  ascertain  whether  each  man  possesses  giffht  enough 
to  aeieform  at  the  average  distance,  and  range  of  view ii  to 
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enable  him  to  see  near  objecte  well  enough  to  read  written 
or  printed  orders  and  instmctionB.  2.  To  learn  if  each 
man  liaa  color-sense  sufficient  to  judge  promptly,  by  day 
or  night,  between  the  colors  in  use  for  aignala.  3.  To 
determine  the  ability  of  each  man  to  hear  distinctly. 

The  difficulties  to  be  overcome  were  found  in  the  magni- 
tude of  the  task,  involving  the  examination  of  thirty-five 
thousand  men  now  in  the  service,  with  the  necessity  of 
extending  it  to  all  who  may  be  hereafter  employed,  dis- 
tributed over  thousands  of  miles  of  road,  and  in  the  absence 
of  professional  experts  in  sufficient  number,  possessing 
enough  special  training  to  fit  them  to  decide  with  precision 
the  points  in  issue. 

It  soon  became  apparent  that  some  system  would  be 
needed  that  could  be  put  in  force  by  each  division  super- 
intendent, acting  through  an  intelligent  employ^,  under 
the  general  supervision  of  oqc  or  more  ophthalmic  sur- 
geons of  recognized  skill,  to  whom  all  information  collected 
could  be  transmitted,  and  who  would  be  able  to  decide  all 
doubtful  cases,  and  thus  protect  the  road  from  any  danger 
arising  from  incapable  employes,  and  save  good  and  faith- 
ful men  from  the  evil  of  being  discharged  from  the  com- 
pany's service,  or  prevented  from  being  employed  on  olher 
roads  on  insufficient  grounds. 

It  was  believed  that  the  facia  could  be  collected  by  non- 
professional j>ersons,  and  could  be  so  clearly  presented  to 
the  division  superintendent  and  to  the  professional  expert 
as  to  enable  a  perfectly  correct  decision  to  be  made  iu 
every  case ;  and  that  men  fit  for  service  would  be  recog- 
nized, while  those  deficient  in  sight,  color-sense,  or  hear- 
ing, could  be  referred  to  the  expert  if  they  so  desired,  or 
transferred  to  places  in  the  service  where  their  defects,  if 
not  remediable  by  treatment,  could  do  no  harm  either  to 
the  road  or  to  the  public. 

Such  a  system  was  submitted  to  the  general  manager  of 
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the  Pennsylvania  Railroad  some  months  ago,  and  has  been 
perfected  by  the  labors  of  a  special  committee  of  the  Society 
of  Transportation  Officers  in  conjunction  with  the  writer. 
The  entire  method  has  furthermore  been  euhmitted  to  a 
practical  experimental  test  extending  over  nearly  two 
thousand  men,  employed  as  conductors,  engineers,  firemen, 
and  brakemen,  and  the  results  have  satisfied  the  committee 
and  myself  that  our  object  has  been  fully  attained,  and 
that  the  syat«m  proposed  may  dow  he  put  in  force  with 
confidence  in  its  practical  utility.  As  an  evidence  of  this, 
I  may  cite  two  complete  detailed  reports,  including  1383 
men  in  alL  The  blanks  upon  which  the  original  entries 
were  made  have  all  beeo  submitted  to  me,  and  they  satisfy 
me  that  the  results  in  the  summary  of  each  of  these  excel- 
lent reports  may  be  confidently  accepted,  and  thus  we  have 
become  acquainted  with  the  fact  that  there  were  in  the 
service  of  the  Pcnnsylvaoia  Railroad,  of  the  1383  men 
examined,  246  men  deficient  in  the  full  acuteuess  of  visioii, 
5.5  absolutely  color-blind,  and  21  defective  in  hearing. 

In  one  of  the  reports,  an  examinatioa  not  included  in 
the  instructions  from  the  committee  was  mafle  with  colored 
flags  and  colored  lights  by  night,  and  13  men  failed  to  be 
able  to  recognize  them  from  a  total  of  24,  who  were  color- 
bliod  to  the  test  used  for  its  detection;  but  I  have  little 
doubt  whatever  that  the  entire  number  of  color-blind,  viz., 
55,  would  also  fail  under  a  carefully-devised  system  of  tests 
by  the  usual  railroad  signab. 

The  entire  number  reported  as  defective  in  color-Bcoae, 
4j^  per  cent,,  is  up  to  the  average,  as  reported  by  the  beet 
authorities  in  its  percentage;  but  those  absolutely  color- 
blind, and  hence  unable  to  distinguish  between  a  soiled 
white  or  gray  and  green,  or  a  green  and  red  flag,  are  fully 
4  per  cent. ;  and  this  proves  that  the  instrument  employed 
in  this  part  of  the  examiuatioQ  has  met  our  expectations 
fully. 
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Afl  this  was  the  point  about  which  I  had  most  doubt,  a 
word  or  two  of  explanation  may  be  proper,  more  especially 
as  many  great  authorities  declare  that  no  examination  for 
col  OF' blindness  should  be  accepted  unless  made  by  profes- 
eiooal  specialists. 

The  examination  for  color-blindness  now  generally 
accepted  and  proposed  by  Prof.  Holmgren  consists  in 
testing  the  power  of  a  person  to  match  various  colors 
which  are  most  conveniently  used  in  the  form  of  colored 
yarns.  Usually  about  150  tints  are  employed,  in  a  con- 
fused mixture,  and  three  test  colors,  viz.,  lit/ht  green,  rose 
or  purple,  and  red,  are  placed  in  the  foregoing  order  be- 
fore the  person  examined,  who  is  directed  to  select  similar 
colors  from  the  mass.  The  examiner  sits  then  in  judg- 
ment, and  decides  whether  the  color-sense  is  perfect  from 
the  selections  made,  or  from  those  not  matte,  or  from  them 
both,  and  from  the  prompt  or  hesitating  manner  of  the 
examined.  It  has  been  our  effort  to  render  this  more 
simple,  and  to  so  arrange  the  colors  that  they  may  be 
identified  by  some  number,  so  that  an  expert,  although 
absent  from  the  scene,  would  know  by  these  numbers  the 
exact  tints  selected,  and  thus  be  fully  competent  to  declare 
from  them  the  color  perception  of  any  person  whose  record 
had  been  properly  made.  From  theory  baaed  upon  scien- 
tific knowledge,  and  from  much  experience,  I  was  able  to 
arrange  an  instrument  that  would  have  the  real  colors  and 
those  usually  confounded  with  them,  "  confusion  colors," 
placed  in  such  relations  to  each  other,  and  so  designated  by 
numbers,  as  to  make  an  examination  for  color-blindness 
possible  by  a  no n- professional  person,  who  could  conduct 
the  testing,  record  it  properly,  and  transmit  it  to  an  expert 
capable  of  deciding  upon  the  written  results.  Hence  there 
is  no  departure  from  the  system  of  matching  tints  already 
established,  the  only  novelty  being  in  reducing  the  number 
of  colors  to  those  similar  to  the  test  colors,  aud  to  those 
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usually  chosen  by  color-blind  persons,  and  so  identifying 
them  as  to  enable  an  absent  expert  or  superintendent  to 
know  precisely  what  colors  had  been  selected  to  match 
the  test  colors. 

The  theory  of  the  instrument  (consisting  of  a  stick  with 
the  yams  attached,  see  Plate),  is  that  color-blindness  is 
most  promptly  detected  by  using  the  light  green  test-skein, 
and  asking  that  it  be  matched  in  color  from  the  yams  an 
the  stick,  which  are  arranged  to  be  alternately  green  and 
confusion  colors,  and  are  numbered  from  one  to  twenty, 
the  person  being  directed  to  select  ten  tints,  and  the  ex- 
aminer being  required  to  note  the  numbers  of  the  tints 
chosen.  It  will  be  seen  that  the  odd  numbers  are  the 
green,  and  the  even  ones  the  confusion  colors,  and,  that 
if  a  person  has  a  good  color-sense,  his  record  will  exhibit 
none  but  odd  numbers;  while,  if  he  is  color-blind,  the 
mingling  of  even  numbers  betrays  his  defect  at  a  glance 
to  the  supervising  expert  or  superintendent. 

There  are  forty  tints  on  the  stick,  and  the  first  twenty 
are  given  to  the  detection  of  color-blindness,  using  the 
green-tcfit,  and  if  the  color-sense  is  deficient,  it  will  surely 
l)e  revealed. 

To  distinguish,  however,  between  green-blindness  and 
red-blindness,  the  ro.^c-tcM  is  used,  and  those  color-blind 
will  select  indifferently,  either  the  blues  intermingled  with 
the  rose,  between  figures  20  and  30,  or  perhaps  the  blue- 
green  or  grays  from  1  to  20,  and  thus  reveal  their  defect, 
and  establish  either  green-  or  red-blindness. 

Finally,  the  rcd-te^it  (Corroborates  thase  results,  and  satis- 
fies the  most  sceptical  of  color-defect,  when  the  **  confusion 
tints  "  or  oven  numbers  between  30  and  40  are  selected. 

On  a  suitable  blank  these  figures  are  placed  in  the  order 
of  examination,  and  a  glance  of  the  eye  reveals  the  color- 
sense  of  the  person  examined  ;  since,  if  anything  but  odd 
numbers  are  chosen,  there  is  a  detect ;  or  if,  with  test  one, 
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anything  beyond  20  is  chosen ;  or  if,  with  teat  two,  any- 
thing but  odd  numbera  between  20  and  30;  or,  with  test 
three,  anything  but  odd  numbers  between  ;10  anil  40.  The 
color-skeins  can  readily  be  changal  in  the  instrument,  if  it 
should  be  found  desirable. 

It  is  theoretically  and  practically  a  faet  that  the  tints  as 
arranged  on  the  instrument  look  i^uite  the  same  in  color  to 
color-blind  persons,  and  that  those  having  a  perfect  color- 
sense  can  thus  form  an  idea  of  this  infirmity.  If,  then, 
green  and  gray  are  indistinguishable,  and  green  and  red, 
when  of  the  same  depth  of  color,  seem  to  be  entirely  the 
same  to  the  color-blind,  it  needs  110  opinion  from  a  scien- 
tific expert  to  convince  the  manager  of  a  railroad  that  it 
would  be  most  dangerous  to  place  the  lives  of  people  under 
the  guidance  of  an  engineer  who  could  not  distinguish,  if 
greeu-blind,  between  a  soiled  white  and  a  green  flag,  or 
between  a  green  and  red  flag,  or  other  signal  of  these  colors. 

It  is  a  fact  that  some  of  the  color-blind  promptly  give 
the  proper  names  to  the  flags,  and  answer  correctly,  when 
asked  what  they  would  do  in  presence  of  such  signals ;  but 
it  must  be  remembered  that  they  may  see  perfectly,  and 
have  always  had  some  perception  of  these  colors,  and  do 
give  them  their  conventional  n  ames,  perhaps,  but  that  they 
are  unable  to  distioguish  them  at  once  and  infallibly,  and 
that  it  will  only  require  a  further  extension  of  our  method 
of  testing  to  demonstrate  the  inability  of  persons  color- 
blind to  our  examination  to  recognize  the  signak,  by  day 
or  night,  which  are  now  depended  upon  to  prevent  acci- 
dents of  the  gravest  character.  This  must  be  flone  by  de- 
manding that  the  signals  be  matched,  and  not  named,  and 
is  incorporated  in  the  instrjictions  herewith  submitted,  so 
that  the  tint3  which  color-blind  men  select  with  the  rail- 
road signals  may  hereafter  be  known  and  recorded. 

My  conclusions  from  a  study  of  the  subject  in  connection 
with  the  railway  service  are  : 
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1.  That  there  are  many  employ^  who  have  defective 
right,  caused  either  by  optical  defects,  which  are,  perhaps, 
congenital,  and  which  might  be  corrected  with  proper 
glassea,  or  due  to  the  results  of  injuries  or  diseases  of  the 
eyea,  remediable  or  not  by  medical  or  surgical  treatment. 

2.  That  one  man  in  twenty-five  will  be  found  color-blind 
to  a  degree  to  render  him  unfit  for  service  where  prompt 
recognition  of  signals  is  needed,  inasmuch  aa  color-blind- 
ness for  red  and  greeu  renders  signals  of  these  colors  indis- 
tinguishable. It  is  a  fact  in  physiological  optics,  however, 
that  yellow  and  blue  are  seen  by  those  color-blind  for  red 
and  green,  and  that  yellow-violet  blindness  is  ao  rare  that 
it  might  lead  to  the  use  of  these  yellow  and  blue  colors,  in 
preference  to  red  and  green,  wherever  possible. 

.3.  That  color-blindness,  although  mainly  congenital  and 
incurable,  is  sometimea  caused  by  disease  or  injury,  and 
that  precautions  might  be  needed  to  have  either  periodicaj 
examinations  or  to  insist  upon  it  in  cases  where  men  have 
suffered  from  severe  illness  or  injury,  or  when  they  have 
been  addi  t  d  t    th   ab    e  of  tobacco  or  alcohol. 

4.  That  th  m  th  1  when  adopted,  will  enable  the 
authoritie  t  Itn  w  a  tly  how  many  of  their  emplovfe 
are  "  sati  fa  t  n  ry  particular"  as  to  sight  and 
hearing;  and  that  th  KaD:iination  will  have  the  further 
value  of  n  alt  g  ll  d  sion  superintendents  acquainted 
with  the  g  n  al  aptitude  of  the  men  in  their  divisions  as  to 
general  int  11  g  n 

5.  That  th  nt  xaminations  can  be  made  at  the  rate 
of  at  least 'six  men  an  hour;  while  that  for  color-sense 
alone  can  be  done  in  a  very  few  minutea  for  each  nmn  by 
an  intelligent  employ^. 

6.  That  to  secure  the  confidence  of  the  employes  and  of 
competent  scientific  critics,  as  well  aa  of  the  public  gener- 
ally, it  is  advisable  to  have  some  official  professional 
specialist  to  whom  all  doubtful  questions  could  be  referred. 
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and  who  should  be  held  responsible  for  the  accuracy  of  the 
instrumenta,  teat-cards,  etc.,  to  be  put  in  uae,  and  who 
should  have  general  supervision  of  the  entire  subject  of 
sight,  color-sense,  and  hearing, 

7.  That  from  tlie  impossibility  of  subjecting  the  immense 
number  of  employfe  on  our  large  railways  to  the  inspection 
of  the  few  medical  experts  available,  and  to  secure  the  ex- 
amination of  those  hereafter  to  be  employed,  some  system 
of  testiog  by  the  railway  superintendents  has  become  a 
necessity,  and  it  is  believed  that  the  one  prepared  will 
answer  the  purpose. 

By  request,  these  views  were  communicated  to  the  proper 
officials  of  the  Pennaylvania  Railroad  Company,  and  on 
July  1,  1881,  I  received  a  communication  from  the  gen- 
eral manager,  from  which  I  make  the  following  extract : 

"  De:ar  Sir:  I  beg  leave  to  inform  you  that  the  appa- 
ratus invented  by  you,  and  the  rules  and  regulations  enti- 
tled '  Instructions  for  examinations  as  to  vision,  color-sense, 
and  hearing,'  prepared  by  a  committee  of  transportation 
officers  of  the  Peonsylvania  Railroad  and  yourself,  for  the 
use  of  our  officers  in  examining  employfe  for  defects  of 
sight  and  hearing,  were  laid  before  the  Board  of  Directors, 
who  approved  and  adopted  them,  and  authorized  me  to  put 
them  into  effect,  subject  to  such  changes  from  time  to  time 
as  experience  may  prove  to  be  necessary  for  the  proper 
working  of  the  system. 

"  In  puttmg  these  rules  into  effect,  I  take  pleasure  in 
designating  you  as  the  expert  to  whom,  under  the  rules, 
such  cases  shall  be  referred  as  may  require  the  judgment 
of  an  expert" 


474  SUPPLEMENT. 

Pennsylvania  Kailroad  Company's  Instructions 
FOR  Examination  of  Employes  as  to  Vision, 
Color-blindness,  and  Hearing. 

Instructions  for  examination  as  to  vision,  color-blindness, 
and  hearing.  The  examination  will  be  made  as  to  vision, 
color-sense,  and  hearing,  and  the  following  apparatus  will 
be  used : 

1.  A  card  or  disk  of  large  letters  for  testing  distant 
sight.  2.  A  book  or  card  of  print  for  testing  sight  at  a 
short  distance.  3.  An  adjustable  frame  for  supporting  the 
print  to  be  read,  with  a  graduated  rod  attached  for  meas- 
uring the  distance  from  the  eye  while  reading.  4.  A  spec- 
tacle frame  for  obstructing  the  vision  of  either  eye  while 
testing  the  other.  5.  An  assortment  of  colored  yams  for 
testing  the  sense  of  color.  6.  A  watch  with  a  loud  tick 
for  testing  the  hearing.  7.  A  book  or  set  of  blanks  for 
recording  the  observations.  8.  A  copy  of  an  approved 
work  on  *'  color-blindness." 

Acuteness  of  vision.  For  distant  vision,  place  the  test- 
disk  or  card  in  a  good  light  twenty  feet  distant,  and  ascertain 
for  each  eye  separately  the  smallest  letters  that  can  be  read 
distinctly,  and  record  the  same  by  the  number  of  that  series 
on  the  card. 

Range  of  vision.  For  near  vision,  ascertain  the  least 
number  of  inches  at  which  type  D  -0.5  or  IJ,  can  be 
read  with  each  eye,  and  record  the  result. 

Field  of  vision.  Let  the  examiner  stand  in  front  of  the 
examined,  at  a  distance  of  three  feet,  and  directing  the 
examined  to  fix  his  eyes  on  the  right  eye  of  the  examiner, 
and  keep  them  so  fixed,  let  the  examiner  extend  his  ami 
laterally,  and  opening  and  shutting  his  hands,  let  him  by- 
questions  satisfy  himself  that  his  hands  are  seen  by  the 
examined  without  changing  the  direction  of  the  eyes ;  re- 
cording the  result  as  good  or  defective,  as  the  case  may  be. 
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Color-sense.  Three  teat-akeina— A,  light  green  ;  B,  rose ; 
C,  red — will  be  used  with  the  colored  yarns  attached  to 
the  stick  ;  of  the  latter  there  are  forty  tints,  numbered 
from  1  to  40,  and  arranged  in  three  seta — o,  b,  and  c — 
of  which  the  odd  numbers  correspond  to  the  colors  of  the 
test-akeina,  while  the  even  numbers  are  different  or  "  con- 
fusion colora." 

The  first  set  is  to  test  for  color-blindness ;  the  second  to 
deterroine  whether  it  be  red-  or  green-blindnefis,  and  the 
third  to  confirm  the  opinion  formed  from  the  first  or 
second  test. 

Place  the  test-skein  A  at  a  distance  of  not  leas  than  three 
feet,  and  without  naming  the  color,  direct  the  person  exam- 
ined to  name  the  color,  and  to  select  from  the  first  twenty 
tints,  or  set  (o),  of  the  yarns  on  the  stick,  ten  tints  of  the 
same  color  as  skein  A,  stating  that  they  do  not  match,  but 
are  different  shades  of  the  same  color.  Record  the  number 
of  the  tints  so  selected.  Do  the  same  with  skeina  B  and  C, 
lining  for  B  the  tints  from  21  to  30,  and  for  C  the  tints 
from  31  to  40.  If  the  odd  numbers  are  selected  readily, 
the  examination  may  be  gone  over  very  quickly. 

When  color-blindness  is  detected,  any  one  of  the  even 
numbers  or  "confusion  colors"  may  be  used  as  a  test- 
skein,  and  the  man  may  be  directed  to  select  similar  tints, 
when  he  will  most  probably  choose  odd  numbers,  which 
should  be  recorded,  stating  the  number  on  the  stick  of  the 
"  confusion  color"  used  for  a  test,  and  then  ^ving  the 
numbers  chosen  to  match  it. 

Then  a  soiled  white  flag  should  be  shown,  and  the  man 
be  directed  to  select  tints  to  match  it,  which  should  be 
recorded  ;  next  a  green,  and  finally  a  red  flag. 

All  of  the  particulars  are  to  be  recorded  a?  the  examina- 
tion proceeds,  not  leaving  it  to  memory.  Use  the  numbers 
in  recording.  The  letters  indicating  the  set  need  rot  be 
used.     Note  whether  the  selection  is  prompt  or  hesitating 
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by  a  distinct  marlc  after  the  proper  word  on  the  bli 
form.    When  deficient  color-sense  is  discovered,  and  varii 
tious  in  the  mode  of  testing  are  made  by  the  examiner 
examined,  they  should  be  noted  under  remarks,  or  on 
separate  sheet  to  be  referred  to,  if  the  blank  has  not 
enongh. 

Eeaxing.  Note  the  number  of  feet  or  inches  distant' 
from  each  ear  at  which  a  watch,  having  a  tick  loud 
enough  to  be  heard  at  five  feet,  is  heard  distinctly,  using 
a  watrh  without  a  tick,  or  a  stop-watch,  to  detect  any 
supposed  deception;  and  the  number  of  feet  at  whii 
ordinary  conversation  is  heard. 

EzplanationB.    The  test-card  contains  letters,  num1 
from  20  (xx),  or  D  ^^  6,  to  200  (cc),  or  D 
measuring  three-eighths  of  an  inch,  and  numbered  20  (x: 
or  D  ^:  6,  are  such  aa  a  good  eye  of  ordinary  power 
distinctly  twenty  feet  or  six  metres  distant.    If  a  man 
distinctly  only  those  marked  C  (or  100),  his  acuteness 
vision,  v.,  is  equal  to  -}^,  or  \.    If  he  sees  to  XX  (. 
then  V.  is  equal  to  ^,  or  1,  and  his  sight  is  up  to  the  full 
standard.     This  mode  of  stat«raent  indicates  the  relative 
value  of  the  sight  examined,  and  should 
records.    If  one  eye  is  f§  or  1,  and  the  other  not  less  thatt' 
JJ  or  i^^,  with  or  without  glasses,  the  sight  may  be        "" 
sidered  satisfactory. 

The  power  of  discerning  small  objects  at  the  reading  dis- 
tance is  tested  by  the  small  print,  and  good  sight  may  be 
assumed  if  one  eye  can  see  at  twenty  inches  the  matter 
marked  Ij^  or  D  =  0.5,  while  the  other  distinguishes  nofc' 
less  than  41  or  D  =  1.5.  The  small  print  should  thei 
brought  to  the  point  of  nearest  vision  for  each  eye, 
that  point  mentioned  in  inches,  A  good  eye  should  bt 
to  read  No.  1  i  at  twenty  inches,  and  have  a  range  of 
up  to  ten  inches. 

The  color-test  will  indicate  whether  the 
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in  color-aense.  The  colors  are  arranged  in  three  sets,  one 
of  20  and  two  of  10  each — the  odd  numbers  are  the  colors 
similar  to  the  test<skeins,  and  the  even  numbers  are  the 
"  confusion  colors,"  or  those  which  the  color-blind  will  be 
likely  to  select  to  match  the  sample  skeins  or  colors  shown 
him.  The  first  20  (ii)  numbered  from  1  to  20,  have  green 
tints  for  the  odd  numbers  or  test-colors.  In  the  second 
(6),  21  to  30,  the  test-colors  are  rose  or  purple,  a  combina- 
tion of  red  and  blue ;  and  in  the  third  (c),  31  to  40,  they 
are  red.  Ordinarily  the  test  will  be  with  each  set  sepa- 
rately, but  the  whole  40  may  be  employed  on  any  teat- 
akeiu.  Anything  but  green  matched  with  green  indicates 
a  defect  in  the  color-sense,  for  which  use  set  (a). 

The  test  witli  the  second  set  indicates  whether  red  or 
green  blindness  exists.  The  odd  numbers  from  21  to  30 
are  purple.  If  either  of  these  is  matched  with  test-akein 
B,  nothing  is  indicated,  as  they  must  appear  alike  to  a 
color-blind  person ;  but  if  blue  is  chosen,  red-blindness  is 
indicated,  and  if  green,  then  green-blindness  is  established. 

The  third  set  (c)  is  scarcely  needed,  but  may  be  used  in 
confirmation  of,  or  in  connection  with,  the  last,  as  to  red 
or  green  defect. 

When  the  numbers  of  the  tints  selected  are  recorded  in 
the  proper  blank,  color- blindness  will  be  indicated  in  those 
instances  where  even  numbers  appear,  and  suspicions  will 
arise  where  numbers  beyond  20  are  used  with  test-skein  A., 
and  under  21  or  beyond  30  with  B,  and  below  31  with  C, 

Further  tests  should  be  made  of  those  found  to  be  color- 
blind with  the  usual  signal  flags,  requesting  them  to  name 
each  color,  shown  singly,  and  to  match  the  colors  of  them 
from  the  tints  on  the  stick,  and  with  colored  lamps;  and 
finally  to  state  what  they  understand  them  to  mean  as  sig- 
nals. 

It  will  be  well  not  to  dwell  on  the  examination  of  a  man 
found  to  be  defective  in  color-sense  or  in  vision,  but  to  pass 
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over  each  examination  with  the  same  general  care,  and 
afterward  send  for  those  gi^'iug  indications  of  defects,  to 
come  in  singly  for  fuller  examination.  The  examiaation 
should  be  private  as  far  as  practicable,  especially  excluding 
persons  who  are  to  be  subsequently  examined. 

Inability  to  name  color  accurately,  or  to  distinguish 
nicely  aa  to  difference  in  tint,  is  not  to  be  taken  as  an 
evidence  of  color-blindness. 

In  testing  as  to  hearing,  if  the  watch  used  can  be  heard 
at  five  feet  distant,  and  the  person  examined  hears  it  only 
at  one  foot,  his  hearing  would  be  1-5,  and  may  be  so  re- 
corded in  fractions.  Conversation  in  an  ordinary  tone 
should  be  heard  at  ten  feet. 

It  should  be  understood  that  all  employ^  examined  fail- 
ing to  come  up  to  the  requirements  of  the  above  standard 
shall  be  accorded  the  benefit  of  a  professional  examina- 
tion. When  acutenesB  of  vision  is  below  the  standard 
adopted,  it  may  be  possible  to  restore  full  vision  by  proper 
glasses,  when  it  is  due  to  optical  defects  known  as  near- 
sight,  far-sight,  or  astigmatism,  or  by  other  medical  or 
surgical  treatment,  and  useful  men  may  then  be  retained 
in  the  company's  service. 

These  rules  and  regulations,  having  been  approved  by 
the  Board  of  Managers,  have  been  put  into  eftect  on  the 
Pennsylvania  Railroad,  under  the  general  supervision  of 
the  writer,  and  give  entire  satisfaction. 

In  order  to  show  how  the  Pennsylvania  Railroad  Com- 
pany keeps  its  records  of  these  examinations  we  submit  the 
following  fac-simile  of  an  actual  blank  used  in  detecting  a 
case  of  color-blindness : 
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West  Jersey  Railroad  Company. 

Camden,  January  19,  1883. 

Examination  of  sight  and  hearing  of  James  A.  Morris,  aged 
twenty-two,  employed  as  locomotive  fireman,  applicant  for 


ACUTBNR8R  OP  VISION. 

Range  of  Vision. 

The  number  of  the 
Series  seen  at  twenty 
feet  distant : 

Ri^hteye,   20-30 
Left  eye,      20-20 

Least  number  of 

inches  at  which  type 

D— 0.5  in  test-type 

pamphlet  can  be  read. 

Right  eye, 
4^  inches. 

Left  eye, 
4^  inches. 

PntLD  OP 

Vision. 

Good  or  defective    . 

•         • 

Good. 

Oolor-aense, 


Test-skein 
submitted. 

Name 
given. 

• 

Numbers  selected  to  match. 

A— Green 
B-Rose 
C— Red 

Green 

Red 

Red 

• 

3,  26,  24,  7,  11,  22, 15, 5, 1,  17,  28, 9, 19,  30, 13 
37,  33,  29,  12,  39,  31,  21,  36,  25,  27,  23 
37,  33,  31,  35,  23 

Second  Color-test. 

Third  Color-test. 

Nnmber 
shown. 

Name 
given. 

Numbers 
selected. 

Flag 
shown. 

1 

Name  and       Numbers 
use  given.    ;    selected. 

24 
39 
30 

Green. 

Yellow 
red. 
Blue. 

26,22 

Could  find , 
no  match. 
26 

Soiled 
white. 

Soiled 
green. 

Soiled 
red. 

Safety, 
white. 

Caution, 
green 

Daneer, 
red. 

2.    4,    6 
36,38 
37,  33,  31 

Selection  Prompt  or  Heaitaiing: 
Prompt 
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Right  Ear. 

Lett  Ear.                    | 

Watch. 

a...e™atic„. 

Watch. 

8  feet.        1          20  feet. 

Sfeet. 

20  feet.      ] 

Escapiog  ateam  prevented  watch-teat 

J.  J.   BUBLEICH, 

AcalenesB,   riglit   eye  defective.      Range,  good.     Field,   ( 
Color-senae,  defective.     Hearing,  see  EeniBrkB, 

Joa.  Chawfobd,  i! 

Note.— Those  npproved,  marked  "Appd." 

Thoae  not  approved,  marked  "  Not  Appd.*' 

The  color-blind  and  those  found  defective  in  sight  an^ 
hearing  were  soon  removed  from  positions  of  danger.     The 
entire  system  has  been  continued  on  the  Pennsylvania  Kail- 
road  unchanged,  giving  full  satisfaction,  and  is  now  used 
as  a  barrier  before  every  new  applicant,  to  protect  the  road 
from  the  admission  of  dangerous  men.    It  has  been  adopted 
by  the  Philadelphia  and  Reading  Railroad  Company  and 
by  others,  as  is  shown  by  the  replies  received  in  response 
to  a  circular  sent   to  a  hundred  of   the  most  important 
railroad  corporations  of  this  country,  controlling  1'29,970 
miles,  in   1894,  asking  if  examinations  were  made  as  % 
color-blindness.     Thus  it  was  found  in  1894  that 
TweDtj-four  using  Dr.  Thomaon'a  test  controlled  33,786  milei^  J 
Eleven  u^ng  other  methods  controlled  ....    15,679 
Thirty-one  making  no  test  controlled    ....    29,428 
Thirty-four  making  no  reply  controlled      .     .     .    46,077 
In  1 897  it  is  estimated  that 

Seventy -eight  controlling 10<S,395  tnilea    | 

have  adopted  this  Bystem. 
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Sixteen  other  roads  having  control  of  12,947  miles  have 
also  adopted  my  color-stick,  thus  making  a  grand  total  of 
51,733  miles  protected  by  this  test  out  of  142,917  covered 
by  the  investigation.  The  total  number  of  roads  included 
is  116  ;  of  these  40  use  my  color-stick  ;  11  use  other  color- 
tests,  mainly  Holmgren's ;  31  use  none ;  34  have  made  no 
response.  The  entire  system  has  also  been  in  use  on  the 
Midland  and  on  the  London  and  Southwestern  in  England. 

The  example  of  the  Feunsylvania  Railroad  has  accom- 
plished much  good,  but  there  is  yet  much  to  be  done  to 
bring  all  the  roads  in  the  country  under  the  protection  of 
some  efficient  method  of  testing,  to  secure  both  the  roads  and 
the  public  against  loss  of  life  and  property  from  these  well- 
known  defects  of  their  employ^.  The  total  mileage  of  the 
country  is  175,233,  and  there  are  about  1,000,000  employ6s. 

The  protection  of  over  50,000  miles  of  track  by  one  sys- 
tem is  an  efficient  answer  to  the  charge  from  England, 
where  the  total  trackage  is  but  19,288  miles,  that  nothing 
had  been  done  in  the  United  States  beyond  tlie  passing  of 
a  law  in  the  State  of  Alabama  on  this  subject. 

As  the  result  of  much  experience,  and  after  a  recent 
study  of  the  entire  subject,  I  would  suggest  some  improve- 
ments that  will  enable  a  new  test  to  be  used  in  connection 
with  the  color-stick  or  as  a  substitute  for  it.  The  color- 
skeins  of  this  New  Wool  Test  have  been  most  carefully 
selected,  and  a  standard  set  will  be  kept,  ao  that  renewals 
may  be  maile  of  the  entire  set  or  of  those  skeins  that  may 
become  faded,  soiled,  or  lost.  The  new  set  consists  of  a 
large  green  and  a  large  rose  test-skein,  and  forty  small 
skeins,  each  marked  with  a  bangle  having  a  concealed 
number,  extending  from  1  to  40,  placed  in  a  double  box, 
so  arranged  as  to  keep  the  two  series  apart  and  to  permit 
each  to  be  exposed  upon  a  table  in  a  confused  mass.  The 
stick  is  dispensed  with,  as  giving  too  fixed  an  arrangement 
to  the  skeins  and  not  enough  confiisioH,  although  the  skeins 
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ran  be  readily  removed  from  their  hooks  and  changed  in 
portion  for  thU  purpose. 

Tfae  lat^e  greea  skein  being  placed  near  by,  the  small 
skeins  from  1  to  20  are  exposed  in  good  daylight,  and  the 
employ^  under  esaminatioa  is  directed  to  select  ten  shades 
of  the  same  color  of  the  test-skein.  One  with  normal  vision 
will  choose  promptly  and  with  ease  the  ten  greens  with  odd 
numbers  on  the  bangles.  A  color-blind  person  will  hesi- 
tate, and  his  selections  will  contain  some  even  numbers, 
and  the  confusion  colors  will  be  shades  of  brown,  etc.,  con- 
taining some  red,  or  shades  of  gray,  and  wiU  indicate  the 
color-defect.  These  figures  are  to  be  recorded  on  a  blank, 
and  the  twenty  skeins  are  to  be  removed.  The  large  rose- 
skein  is  then  used  and  the  examination  repeated  in  like 
manner  with  skeins  numbered  from  21  to  40,  and  the  re- 
sult recorded.  The  confusion  skeins,  which  have  even 
numbers,  are  blue,  green,  and  gray.  From  the  selections 
made  by  the  man  found  color- defective  by  the  green  test, 
we  are  able  to  decide  the  character  of  his  color-blindness. 
Those  selecting  blues  are  red-bKnd ;  those  taking  greens 
and  grays  are  green-blind,  according  to  the  nomenclature 
of  Holmgren.  There  are  ten  roses  and  ten  confusion  colore 
in  the  second  series. 

The  red  test-skein  of  the  stick,  with  its  con  fusion -colors, 
ia  omitted  entirely,  and  the  test  is  made  to  conform  more 
strictly  with  Holmgren's  method,  while  the  examiner  is 
also  provided  with  forty  questions  of  decisive  cleameas. 
Greater  scientific  accuracy  is  obtained  by  this  method, 
and  with  the  careful  selectioo  of  these  confusion  colors  I 
now  regard  this  system  as  an  improvement  upon  the  stick, 
and  as  a  safer  and  more  simple  method  to  be  used  by  a 
n on- professional  examiner.  Tlie  blank  will  also  give  to 
the  division  superintendent  or  to  any  supervising  surgical 
expert  a  more  simple  report  of  the  examination.  The 
yams  are  to  be  kept  from  the  light  in  the  double  box. 
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side  of  which  is  colored  greeu  and  the  otlier  rose,  to  aid  the 
examiner  in  keeping  the  series  separate  and  to  save  time. 
The  test  will  also  be  a  valuable  addition  to  tboae  to  be  used 
by  surgical  experts  and  ophthalmic  surgeons. 


Directions  for  the  Use  of  tkis  Test. 

1.  Examine  only  one  eye  at  a  time  by  coveriag  the  other 
eye  with  a  handkerchief,  or  some  other  means  that  will 
exclude  it  from  vision. 

2.  Spread  a  white  cloth,  like  a  towel,  on  a  table  in  a  good 
light. 

3.  Take  out  all  the  worsteds  from  the  green  part  of  the 
box  and  put  them  on  the  cloth  at  random. 

4.  Take  from  this  heap  the  large  light  green  test,  which 
ia  marked  "A,"  and  laying  it  to  the  side  in  a  good  light 
direct  the  man  to  select  10  akeins  from  the  heap.  Tell 
him. that  these  are  not  to  be  exactly  like  it  in  every  respect, 
but  that  they  are  to  be  of  the  same  color,  only  a  little 
lighter  or  darker  iu  shade. 

5.  Write  down  on  your  blank  the  numbers  of  the  10 
skeins  selected  by  the  man  to  match  the  test-skein  A.  If 
only  odd  numbers  appear  which  he  selected  promptly,  then 
he  is  not  color-blind ;  but  if  even  numbers  have  been  chosen, 
he  must  be  more  or  less  color-blind. 

6.  Ask  him  the  name  of  the  color  he  has  been  matching, 
or  any  other  worsted,  and  register  his  answer  on  the  blank. 

7.  Remove  now  all  the  worsteds  and  put  them  back  into 
the  green  part  of  the  box. 

8.  Now  take  out  the  second  test  and  expose  it  on  the 
table  in  the  same  way  as  before. 

9.  Show  him  the  large  rose-colored  test-skein,  marked 
"  B,"  and  ask  him  to  match  this  with  10  worsteds  in  the 
same  sense  as  before  with  the  first  test. 
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10.  "Refpeber  his  10  lelectkiiu  on  dw  blank.  Now  may 
eran  numben  Bdeeted  betray  sad  detwrnina  dflfinit^  Ui 
oolor-blindiUBB.  If  the  man  selects  bbm,  iritfa  the  toi*- 
1^^  B,  he  is  rei-blind;  if  he  aeleota  gragt  or  gnmu,  hm  !• 
gnm-bltad. 

11.  Aak  him  the  name  of  die  test-skeia,  or  any  other 
•kein,  and  register  it. 

12.  Put  down  whether  his  selection  was  prompt  or  hesi- 
tating. 

13.  Finallj,  as  a  (xmtrol  upon  the  test  and  as  a  substi- 
tute tar  the  second  and  tliird  oolof-test  of  the  old  system, 
Hkem  have  been  added,  especially  for  the  sui^ical  expert, 
two  more  large  teat-^eins,  one,  C,  yellow,  and  the  other, 
D,  bine.  The  test  C  is  exposed,  and  you  may  ask  the  man  ta 
match  it  if  pomble  by  the  sketns  from  1  to  20.  If  normal 
in  coloi^sense,  he  will  decline,  or  at  the  moat  only  take  tha  . 
yellow-grem  skein,  but  if  oolor-blind  he.  will  wlect  a  num-  ' 
ber  of  the  green  skeins,  which  should  be  recorded.  Then 
use  teat  D,  the  blue  skein,  and  let  him  match  it  from  skeins 
21  to  40,  If  normal  or  green-blind,  he  will  select  blues 
only,  but  if  red-blind  he  will  pick  out  a  series  of  roses, 
which  should  be  recorded. 

It  may  be  of  service  to  present  to  the  surreal  experts  in 
charge  of  the  examinations  of  the  various  railroads  the 
means  that  I  hare  adopted  for  my  own  guidaace  in  giving 
myfiaal  decisioaa.  From  the  numerous  methods  described 
by  scientific  authorities  I  have  selected  ten  that  are  prac- 
tical, simple,  and  especially  fitted  for  the  detection  of  color- 
defects  in  employ^  of  railroads.  A  book  of  record  should 
be  kept  in  which  each  case,  with  the  results  of  the  testing, 
should  be  eutered.  The  Pennsylvania  R^lrosd  system 
provides  that  the  preliminary  examination  should  be  made 
under  the  direction  of  the  division  superintendent  by  non- 
professional examiners,  but  it  is  to  be  under  the  supervision 
of  one  professional  competent  surgeon,  who  is  known  as  the 
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surgical  expert,  or  ophthalmic  surgeon,  who  hecomea  re- 
sjjonsible  for  the  qualities  of  the  teats,  and  who  gives  the 
final  decision  in  all  cases  referred  to  him.  Thus  the  men 
are  protected  from  the  errors  of  lay  examiners,  and  do  not 
lose  their  places  until  pronounced  defective  by  professional 
authority.  With  ordinary  care  no  color-blind  man  should 
escape  detection  by  the  lay  examiner,  hut  men  really  fit 
for  the  service  might  be  unfairly  treated. 

When  referred  to  the  expert  the  man  found  color-blind 
will  present  himself  with  the  blank  of  his  examination,  and 
the  surgical  expert  will  then  corroborate  this  by  the  follow- 
ing means; 

1.  The  color-stick  or  the  new  wool  teat  or  both. 

2.  Holmgren's  set  of  one  hundred  of  fifty  various- colored 
skeins  will  be  used  and  the  proportion  of  mistakes  recorded. 

3.  Browning's  pocket  spectroscope  will  then  be  used,  and 
the  man  be  directed  to  describe  the  colors  he  sees  when  look- 
ing through  the  instrument.  If  color-blind  he  will  say  that 
he  sees  but  two  colors,  yellow  and  blue,  with  a  gray  or  a 
neutral  hand  between  them. 

4.  The  color-tables  of  Stilling  will  then  be  used  ;  these 
are  so  arranged  that  on  a  colored  background  letters  and 
figures  are  printed  in  the  confusion  colors  of  this  back- 
ground so  as  to  be  indistinguishable  by  the  color-blind. 

It  now  becomes  requisite  to  test  the  central  vision  to  de- 
tect amiilyopia,  whether  toxic  from  tobacco,  alcohol,  etc., 
or  caused  by  disease  or  heredity,  and  to  determine  the 
power  to  perceive  the  signal-colors  that  are  used  by  night. 

5.  A  piece  of  dark  cobalt-blue  glass  should  be  used  in 
the  trial-frame  over  each  eye  separately,  and  the  man  be 
directed  to  look  at  the  flame  of  a  candle  or  other  small 
light,  from  a  distance  of  twenty  feet.  An  eye  normal  in 
refraction  and  color-sense  sees  the  light,  colored  rose  or 
pink,  surrounded  by  a  blue  halo.  To  a  hypermetrope  there 
may  be  a  blue  light,  with  a  ruby-colored  ring  or  halo ;  but 
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two  colore  will  lUwara  be  seen,  whfle  ibe  color-blind  ma 
taet  bat  one  color,  blue,  or  a  ligbt  spot  with  a  blue  halo. 

S.  DoBdera*  iostrnmeiit  has  a  standard  candle  in  a  dai^ 
crlindi^r,  with  a  wooden  disk,  and  pieces  of  red,  green, 
bine,  and  white  glas  so  arranged  as  to  be  rotated  in  turn 
in  frant  of  the  flame.  Here  also  there  is  a  metallic  slide, 
with  perforations  ranging  from  one  to  twenty  millimetres 
in  diameter.  The  man  is  placed  five  metre?  away,  and 
while  the  colors  of  the  light  are  changed  br  rotating  the 
iliak  he  U  challenged  to  designate  the  coloi^  of  the  trans- 
mitted light.  The  normal  eye  recognizes  them  through 
the  1  mm.  opening  at  5  m. ;  or,  better  still,  the  candle  ia 
»o  placed  that  the  examiner  with  normal  cailor-sense  jmt 
perceives  the  color  through  the  1  mm.  opening  at  5  m. 
The  color-blind  Individual  may  fail  through  a  aeries  of 
openingB  until  the  20  mm.  one  \i  presented.  He  may  still 
call  white  green,  and  red  green.  If  so,  he  ia  asked  the 
significance  of  the  green,  and  answers  "  caution."  He  is 
then  requested  to  approach  the  light  slowly,  and  as  he  does 
this  he  may  perhaps  at  one  metre  or  one-third  of  a  metre^ 
by  its  intensity  or  size,  recognize  and  call  it  red.  Using 
the  same  ratio  for  his  color-blindness  as  we  employ  for  his 
acuteness  of  vision,  we  can  reason  thus:  Full  color-sense 
cniibles  oue  to  see  tlie  lights  promptly  at  5  metres  through 
the  1  mm.  opening ;  if  the  man  sees  them  only  after  the 
apertures  have  been  increased,  his  color-eense  must  be 
defective.  Thus,  if  an  opening  of  20  mm.  is  needed,  the 
colcir-senge  =:  jj ;  should  the  man  fail  with  the  20 
oi>enitig  at  5  m.  he  is  told  to  approach  it,  and  if  he 
it  at  1  m,  he  has  yf^  of  the  color-seuse,  and  if  at  )- 
or  1  foot,  he  has  only  j^f  of  the  normal  power.  The 
ilimiuution  of  white  light,  by  interposing  pieces  of 
smoke,  may  induce  the  color-blind  to  pronounce  it  in 
white,  green,  and  fiually  red. 

~    A  tin  lantern,  with  a  switch-light  condenser  hai 
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a  four-inch  opening  arranged  so  as  to  admit  of  placing 
pieces  of  wliite  (ground),  green,  red,  blue,  aud  London- 
smoke  glass  before  it,  is  now  employed.  This  could  also  be 
made  to  take  the  place  of  Doodera'  inatniment,  if  covered 
with  a  front,  aud  with  a  sliding-piece  with  small  |)erfora- 
tions.  A  man  failing  to  recoguize  the  light  from  a  four- 
inch  aperture  leaves  no  possible  room  for  doubt,  aud  this 
fixture  is  useful  in  convinciug  the  frienda  of  the  man,  and 
any  railroad  officers  who  may  desire  a  rude  test.  The  light 
is  in  diameter  100  mm,,  and  should  be  seen  at  500  metres. 

8.  The  inati-ument  of  Mr.  Carter,  of  Loudon,  k  then 
made  use  of.  This  is  to  guard  the  surgical  expert  against 
a  hasty  opinion,  and  is  to  act  as  a  check  upon  all  wool 
teats.  It  is  based  upon  the  sensibility  of  the  retiua  and  its 
power  to  recognize  form  aud  color  in  various  intensities  of 
light.  The  surgeon  and  the  man  examined  regard  the 
testa  simultaneously  while  the  quantity  of  light  ia  varied ; 
thus,  possible  errors  with  other  tests,  especially  Holmgren'a, 
can  be  avoided. 

9.  In  Dr.  Chibret'a  instrument,  by  means  of  polarized 
light  various  colors  may  be  produced  at  will.  The  color- 
blind betray  themselves  by  placiag  the  iuatrument  so  that 
two  dissimilar  disks  of  light  appear  to  them  alike. 

10.  Finally,  an  assortment  of  flags  that  have  been  in 
actual  use,  ten  of  each  color,  white,  green,  blue,  and  red 
are  used  as  a  test.  These  are  thrown  down  in  a  confused 
mass  on  the  floor,  and  the  man  is  directed  to  properly 
assort  them.  Astounding  mistakes  are  often  made ;  as, 
for  example,  when  a  man  is  directed  to  take  a  red  flag 
and  use  it  to  protect  the  rear  of  a  train,  he  may  select  a 
green  one. 

A  profound  understanding  of  this  curious  defect  of  color- 
perception  must  be  acquired  to  enable  the  surgical  expert 
to  make  the  best  use  of  these  various  methods,  and  while 
they  are  sufficient,  they  are  decisive  and  require  but  little 
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tfaneu    PeriuipB  tiie  traofleript  ef  cue  cmb  from  ay  leooid- 
hack  may  iUiutrmte  AeBe  brief  deseriptiona: 

J.  H^  enqplojed  by  the  Pennqrlyania  Beihoed  CSoan- 
peiiy»  fortjr-tbfee  yean  <dd;  fomid  deleeiife  and  wfat'ied 
fbr  final  opinion^ 

Color-atidL:  With  gieen, aekcta Noa.  1, 2, 8,  ^  6,  7, 11, 
18,16,17;  wiihiofle,aeIeetoNoa.22,26,21,87,88;  with 
xed,  fleleets  Noe.  81,  82,  38,  34^  87. 

Holmgien:  Green,  selecla  2  greeny  and  SI  eimtmiotm; 
loee,  aeleete  6  greens^  with  13  oonfiiflions;  red,  aelecta  8 
gre^i%  wifli  9  eonfosiona,  2  greens. 

Dcmdera:  Fails  at  6  m.  on  all  i^iertafes;  liilaat  Im. 
on  all  apertures ;  i  m.  on  all  apertures. 

CaDsy  witli  20  mm.  opmiing,  gieen  red ;  red  green  and 
white,  light  red. 

He  made  more  mistakes  than  saooe8ses»  with  gray  (Lou* 
donHBmdke  glaes)  over  white ;  called  it  red  and  green,  aa 
light  was  increased  or  diminished,  and  finally  declared  that 
he  had  never  seen  such  lights  on  a  railroad. 

Failed  with  switch-light,  4  inches  in  diameter,  at  5  m. 
and  at  1  m.,  and  manifested  a  color-blindness  or  defect 
greater  than  -^j^,  as  he  failed  to  see  at  1  m.  what  a  normal 
eye  would  recognize  infallibly  at  500  metres. 

Cobalt-glass :  Sees  white  light  with  blue  halo ;  no  red  or 
rose. 

Flags :  At  1  m.  calls  dirty- white  green ;  fails  to  distin- 
guish red  from  green.  He  was  then  told  to  select  from  a 
pile  of  flags  the  danger-signal,  or  red  one,  and  to  hurry 
back  and  protect  his  train ;  with  his  own  hands  and  delib- 
erately he  chose  six — ^three  red,  two  green,  and  one  blue — 
stating  that  **  they  would  all  stop  trains." 

Stilling's  tables :  Fails  in  all  but  VII.,  which  should  be 
recognized  by  a  color-blind. 

Pronounced  color-blind  and  unfit  for  any  duty  in  which 
he  would  govern  his  actions  with  color-signals. 
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I  will  conclude  by  urging  the  need  for  re-examinations  at 
stated  periods  to  detect  those  whose  vision  has  fallen  below 
the  standard  from  optical  defects,  age,  or  disease,  and  in 
individual  cases  when  a  man  has  been  injured,  or  has  re- 
covered from  a  serious  illness,  or  when  he  has  used  tobacco 
or  alcohol  to  excess. 

The  test  here  described  can  be  obtained  of  Queen  &  Co., 
of  Philadelphia,  and  with  each  set  will  be  sent  a  certificate 
of  its  accuracy  signed  by  Dr.  Thomson. 

A  recent  estimate  of  the  progressive  use  of  the  color-stick 
and  new  wool  test  shows  that  up  to  this  time,  1897,  they 
have  been  adopted  by  seventy-eight  corporations  control- 
ling a  total  mileage  of  106,395  miles. 
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FORMULA,   ETC. 

NrrKATE  OP  Silver. 

1.  Mitigaled  Solid  Nitrale  of  SUi-er  (B.  P.  1885) : 

Nitrate  of  Silver    I, 
Nitrate  of  Potash  2. 
Fused  togetlier  and  run  into  moulds  lo  form  short,  pointed  sticks. 
Used  for  granular  lids  and  puratent  ophthalmia. 
The  strength  above  given  is  known  as  No.  1,  and  ia  that  which  I 
generally  use;  three  weaker  forms  are  made,  known  as  Nos.  2,  3, 
Hnd  4,  containing  respectively  3,  3J,  and  4  parld  of  nitrate  of  potash 
to  1  of  nitrate  of  silver 
Pure  nitrate  of  silver  is  never  to  be  used  to  the  conjunctiva. 

2.  Sohifhra  of  Nilralc  of  Silva-  : 

(1 )  Nitrate  of  Silver  gr.  i  or  u, 
Distilled  Water  gj. 
Used  by  the  surgeon  for  purulent  ophthalmia,  granular  lids,  and 
chronic  conjnactivids,  and  some  cases  of  ulcer  of  the  cornea. 

3.  (2)  Nitrale  of  Silver  gr.  j  or  ij, 

Distilled  Water  gj. 

Used  by  the  patient  in  various  forma  of  ophthalmia ,  only  a  few 
drops  to  be  used  at  a  time,  and  not  more  than  three  times  a  day. 

All  solutions  of  nitrate  of  silver  should  be  kept  in  glass-stoppered 
bottles;  any  trace  of  organic  matter  decomposes  the  salt,  and  a  black 
deposit  of  metallic  silver  falls  to  the  bottom ;  the  action  of  light 
favors  this  decomposition ;  amber-tint«d  glass  is  said  to  counteract 
the  chemical  action  of  light  Dark  blue  bottles  should  not  be  used, 
M  they  only  hide  the  deposit  of  reduced  silver. 

(403) 
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BtTLPHJTE  OP  Copper. 

4.  A  oryalal  of  Pan  SidphaJe  of  Oopper,  smoothly  pointed,  may 
be  used  for  touchiag  granalar  lids  of  old  staadiag. 

5.  X<qni  Zfrinu-a  .- 
"Si'^f        Sulphate  of  Ct^per  i, 

ITitrato  of  FotaA  1. 
Foaed  togellMr,  aad  cu^or  aqnal  to  ^  of  Qm  wbtda  aUad. 
mM  piKipantion  is  ran  into  monldi  to  fono.  adAa.    ItihonUbe 
kept  in  n  etoppeted  bottl& 
Largely  mad  for  tlw  trntment  of  chroide  gnaalar  lUb. 
S.    SolntiMit  of  Sanitate  of  Oc^^orc^La^  Di^BOigT.  J 
In  3i  of  distilled  watw,  are  also  ratf  naaAil  Dk  many  toaam  of 
duonio  ooqJQDcliTitia. 

Lkab  Lomnr : 

7.  Uqnar  Flambi  Sobacetatia  (B.  P.)  Jj, 
DistiUed  Water  OJ. 

(linlW.) 
Used  Id  chroDic  oonjanctJTitis  vihm  (Ac  eomea  u  «oun^  and  in 
inBuumalion  of  the  eyelids  and  lachrymal  sac 

Spirit  Lotion: 

8.  B«ctifieil  (or  Methylated)  Spirit   Jiv, 
Water   Sivj. 

Used  BB  an  eraporatiug  lotion  to  allay  or  prevent  inflammation  of 
the  wound  after  operations  on  the  eyelids. 

9.  Lead  and  Spirit  Lotion ; 

Spirit  Lotion  Oj, 

Liquor  Plumbi  Subacetatis  (B.  F.)   Jij. 
Used  in  the  same  caaes  when  there  is  no  fear  that  the  comea  is 
abraded  or  ulcerated.     A  better  antiphlogistic  than  spirit  alon«. 

MEBCQltY. 

10.  Weak  Solatiaiu  of  Ptrchhridc  of  Mtreury  are  exteiuiTely 
nsed  for  cleansing  the  conjunctiva,  eyelids,  etc.,  before,  during,  and 
after  operations.  A  solution  of  1  grain  in  5000  of  water  (common 
or  distilled  (^gr.  j  in  fl.  ^  lij  |  may  be  freely  used  for  the  above 
purposes,  and  a  stronger  one  (1  to  2500)  (  =  gr.  j  in  fl.  Jvj)  aa* 
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lotion   for  catarrhal  ophthalmiii,  etc.     Some  surgeons 

stronger  solutions     The   MoorfieldB   Pliarmacopceia   h^  a  lotion 

containing  1  grain  in  fl.  gviij,or  1  in  3500. 

11.  Solutioag  of  Perchlorlde  of  Mercnrj  in  glycerine  and  dis- 
tilled water  of  the  strength  of  2  or  4  per  cent,  have  been  introduced 
for  the  conjunctiva  in  cases  of  trachoma,  either  alone  or  after  ei- 
preBsion  of  the  follicles ;  perchloride  of  this  strength  haa  also  been 
used  for  some  cases  of  ulcer  of  the  cornea. 

Sdlphate  op  Zisc; 

13.  Sulphate  of  Zinc  gr.  j  or  ij, 

Water  or  Rose  Water  gj. 
Chloride  of  Zinc  : 

13.  Chloride  of  Zinc  gr.  ij, 
Water  Jj- 

If  there  is  a  deposit,  add  of  dilute  hydrochloric  acid  just  e: 
to  make  a  clear  solution. 

14.  Chloride  of  Ziite  Paele  { Cawaic)  : 
The  eitact  composition  of  this  paste  v. 

the  following  is  the  formula  in  ua 

Chloride  of  Zinc  480  groins, 

Wheat  Flour  180  grains. 

Water,  or  Liqnor  Opii  Sedativus,  fl.  g  j. 

15.  A  stick  of  pure  crystalline  alum  forms  a  very  useful  appli- 
cation for  mild  or  long  standing  cases  of  granular  conjunctiva,  and 
for  many  forms  of  chronic  palpebral  conjunctivitis.  It  may  be  used 
by  the  patient  himself  without  the  slightest  risk. 

1 6.  LoUon  : 

Alum  gr.  iv  to  gr.  i. 

Water  gj. 
The  above  lotions  are  in  common  use  in  the  milder  forms  of  acute 
and  chronic  ophthalmia  The  chloride  of  sine  occasionally  irri- 
tates ;  it  is  tipecially  aaed  in  purulent  and  severe  catarrhal  ophthal- 
mia instead  of  the  weak  nitrate  of  silver  lotions.  The  stronger 
alum  lotion  is  often  used  in  the  same  cases.  The  alum  and  sul- 
phate of  zinc  lotions  may  be  used  unsparingly  to  the  cnnjunctiva; 
the  chloride,  even  in  severe  cases,  not  more  than  six  times  a  day. 
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Bomo  AoiB  LoKnnr: 

17.  Borie  AM  4 

Water  100  hy  wmgkt- 

Used  as  aa  antis^^tic  before  and  afto  opera^ons  on  ibe  ojebally 

and  in  the  treatment  of  ooiganctiyitis  and  of  sappnrating  nlons  of 

tiieeoraea. 
Borio  add  in  rwy  fine  powder  may  be  nsiad  fat  dostii^  oa  |o 

Ibe  eomea  in  cases  of  severe  siqiparating  nloor;  it  causea  seaioeljr 

any  pain,  and  may  be  applied  as  often  as  three  times  a  day  (p.  180). 

The  crystals  are  difficalt  to  powder  finely,  bat  an  almost  impalpaMe 

amorphous  powder,  (Stained  by  preventing  regular  <aryBtelKiatkmi 

can  be  bad- 
Mr.  Hartindale  has  made  for  me  some  soluble  sidles  amtaining 

about  60  per  cent,  of  boric  add  for  use  in  cases  of  lachrymal  <tetnM>- 

ticm  with  mudi  secretion  of  mucus  (p.  102). 
Solutions  of  boric  acid  often  tarnish  steel ;  instruments  should 

therefore  not  be  left  in  them. 

Cabbokatb  of  Soda: 

18.  CSarbonate  of  Soda  gr.  x. 

Water  5  j. 

Used  for  softening  the  crusts  in  severe  ophthalmia  tarsi.  A  small 
quantity  of  the  lotion,  diluted  with  its  own  bulk  of  hot  water,  to  be 
used  for  soaking  the  edges  of  the  eyelids  for  ten  or  fifteen  minutes 
night  and  morning. 

Tab  and  Soda: 

19.  Carbonate  of  Soda  3  jss, 

Liquor  Carbonis  Detergens  3  j  to  ^  ss, 
Water  to  Oj. 
Used  in  the  same  cases  as  the  last. 

BoBAx: 

20.  Biborate  of  Soda  gr.  x  to  xx. 

Water  3j. 

Used  in  the  same  cases  &s  the  last. 

Quinine  Lotion: 

21.  Sulphate  of  Quinine  gr.  iij, 

Acid.  Sulph.  dil.  ^B.  P.)  just  enough  to  dissolve, 
Water  3j. 
Used  in  diphtheritic  ophthalmia. 


Cakbolio  Acid  Lotion: 

22.  Absolute  Phenol  6, 
Water  by  weight  100. 

Used  in  punileDt  ophthalmia.     It  is  important  t( 
pure  carbolic  acid  for  the  conjuDctiva.     Sev 
follows  if  any  other  varieties  are  employed. 

23.  Pure  carbolic  acid  is  useful  as  ao  application  by  the  surgeon 
himself  to  the  surface  of  infective  or  obstinate  ulcers  of  the  cornea. 

Lotion  of  soliq/lic  acid  is  so  irritating  Co  the  surface  of  the  eye 
that  it  can  seldom  be  used.  The  same  objection  applies  to  salicylic 
wool  used  for  dressing  the  eye  after  operation. 

24.  C<domel  Powder : 

Used  for  dusting  on  the  cornea  in  some  coses  of  ulceration.  It  is 
flicked  into  the  eye  from  a  dry  camel-hair  brush. 

25.  Yelioa-  Oiide  of  Mercary  (  Yellow  Oinlmenl ;  PagenslechK>''e 

Ointtnent)  .- 

Yellow  Oxide  of  Mercury  gr.  xiiv, 
Vaseline  ^j 

llin-iO.) 

26.  Weaker  preparations,  cootaining  gr.  viij  or  less  of  the 
yellow  oiide  to  ,^j  (1  in  60  or  less),  are  often  butter  borne. 

Vfed  in  many  cases  of  corneal  ulceration  and  recent  corneal 
nebuliB,  a  morsel  as  large  as  a  hemp-seed  being  inserted  within  the 
lower  lid  by  meansof  a  small  brush,  once  or  twice  a  day.  It  is  also 
suitable  for  ophthalmia  tarsi. 

In  some  of  the  Continental  eye  hospitals,  where  it  is  the  custom 
for  this  remedy,  among  others,  to  be  applied  by  the  surgeon  him 
self,  stronger  preparations  are  used. 

27.  IVW  OiTiimeiil  n-ilh  Atropine  : 

Yellow  Oxide  of  Mercury  gr.  viij  or  less, 
Atropine  gr.  J, 
Vaseline  ^j. 
Use  in  the  same  way  as  25  and  2S. 

28.  Bed  Oiide  of  Mercury  : 

Bed  Oxide  of  Mercury  gr,  ixiv  or  less. 
Vaseline  ^'y 
Used  for  ophthalmia  tarsi,  etc.     Was  formerly  osed  for  corneal 
ulcers  and  nebuhe;   hut  the  yellow  oxide,  which  being  made  by 
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predpitatioii  is  not  dystalliiie,  is  now  geoenlly  pf^fofrod 
kflB  irritating.^ 

29.    Nitrate  cf  Mereurjf  (Oittme  Omtmmt) :  . 

Uogoeotiim  Hydnucxfrt  ISHintk  (B.F  )  gj, 
Vaseline  <nr  Prepared  Laid  51^. 
Used  in  the  same  cases  aa  28. 

90.    Ibdefixrm: 

Iodoform  may  be  Qsed^dtlier  in  snhstaiioet  <»  as  an  olnftaMiii 
with  vaseline. 

Iodoform  gr.  X  to  gr.  zxz  or  mora^ 
Vaseline  j  j. 

Ung.  Mxfomi  (RP.  1885) : 

Iodoform  gr.  xlvi^, 
Benzoated  Lard  Jj. 

dOo.  loddfirYAi^  is  odorless^  may  be  used  in  tlie  aana  wi^. 
The  precipitated  iodoform  (impalpable  powder)  shoold  be  used  In 
prd'er^Mse  to  the  ordinaiy,  or  ciysUtUiDe,  form  for  the  eye. 

BoBio  Acid  Qiktment  (B  P.  1885) : 

31.  Boric  Acid  gr.  Ixviij  to  J  j  of  Paraffin. 

32     Cocaine. 

Cocaine  was  brought  into  clinical  use  in  September,  1884,  at  Vienna 
and  in  London  and  elsewhere  early  in  October. 

A  2  per  cent,  solution  of  a  salt  of  cocaine  dropped  into  the  con- 
junctival sac  causes  smarting  for  about  half  a  minute,  followed  by 
numbness,  rising  to  complete  anaBsthesia  of  ocular  conjunctiva  and 
cornea  in  about  two  to  five  minutes ;  in  three  to  five  minutes  after 
the  maximum  is  reached,  feeling  begins  to  return,  but  slight  numb- 
ness continues  for  about  twenty  minutes.  There  is  often  a  feeling 
of  coldness  as  sensation  is  returning.  Cocaine  also  causes  widening 
of  the  palpebral  fissure  by  retraction  of  the  upper  and  lower  lids, 
whitening  of  eyeball  from  contraction  of  bloodvessels,  mydriasis, 
very  slight  weakness  of  Ace.,  and  perhaps  lowering  of  the  eye 
tension.  These  effects  last  about  half  an  hour,  except  the  mydriasis, 
which  remains  in  some  degree  about  twenty-four  hours.  The  pupil 
dilated  by  cocaine  remains  active  to  light  and  Ace. ;  if  atropine  be 

1  The  ointnent  known  as  "  Singleton's  Golden  Eye  Ointment "  appears  to 
contain  the  crystalline  red  oxide  in  fine  powder  as  its  active  ingredient  A 
sample  kindly  analyzed  for  me  by  Mr.  S.  Plowman,  contained  70  gialiui  of 
the  oxide  to  the  ounce. 
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added  the  pupil  becomes  larger  tlian  from  either  drug  Hinglj. 
Eserine  quickly  and  fiiily  OTeroomea  the  effect  of  cocnine.  Ace.  ia 
completely  paralyzed  for  a  very  short  time  if  cocaine  be  lined  every 
few  minutes  for  about  an  hour.  These  efftcls  of  cocaine  ( except  the 
last)  are  eipllcable  on  the  supposition  that  it  causes  spasm  of  the 
sympathetic  nerve-fibrea  to  the  eyelids,  iris,  and  superliciul  blood- 
vessela;  whether  a  aimilar  coutraclion  of  the  arteries  of  the  ciliary 
muscle,  brought  about  by  the  repeated  use  of  the  drug,  explains  the 
fleeting  paralyaia  of  Ace.  ia  open  toqueation,  Cncaine  hasnoancer- 
tainable  action  on  the  vessels  of  the  retina  and  choroid.  Cocaine  is 
thought  by  some  ta  aid  (he  action  of  et>erlne  in  chronic  glancnma, 
when  the  two  are  used  together;  this  is  intelligible  if  cocnine  act*  by 
contracting  the  ciliary  srteriea- 

In  ophthalmology  cocaine  is  naed  chiefly  for  ariEstheiii*  brfnre 
operations  on  the  eyeball,  and  painful  applicatimM  In  ibe  palpelirol 
conjunctiva.  For  the  former,  a  freshly  made  'Z  prr  oenl.  wlulinn 
of  perfectly  pure  hydrochlorate  of  cocaine  in  froihly  bnil«il  diatiJUiil 
water  is  the  safest  preparation  ;  bat  gelatine  dioliK  of  the  |nir«i  talt, 
if  free  from  hygroscopic  tendency,  may  he  ■afely  med.  Hnhiliimk 
in  oil  or  vaseline  are  uncleanly  and  not  aailable  hr  tardea)  fiarfHnm, 
Watery  Bolotions  of  cocaine  should  be  used  quite  fre*h ;  tveii  i(  iinuUi 
with  boric  acid  or  camphor  irater  they  often,  if  kfpt,  grow  fuiiiji, 
and  are  then  unsafe.  Cocaine  if  too  freely  used  came*  dryiiesa, 
loosening,  and  even  separation  of  the  corneal  epi [helium  ;  the  desi'.'' 
cation  of  the  corneal  epithelium  is  said  lo  occur  in  diced  pro|iortiun 
to  the  frequency  of  use  of  the  cocaine,  and  of  eipusure  of  (lie  cornea 
to  the  ur,  rather  than  U>  the  strength  of  the  solution  employed. 
Not  more  than  three  applications  need  be  made,  withio  fire  minute*, 
before  operations  for  cataract,  etc.  Cocaine  has  been  accused  of  pro- 
ducing glaucoma,  but,  as  far  as  the  few  recorded  cases  show,  without 
much  reason.  For  deadening  granular  lids,  or  similar  conditiona, 
a  much  stronger  aolutioD  miut  Ixi  painted  over  the  aOecto)  surfacu 
(I  use  a  20  per  cent,  sululiun  or  ll>t<  wdid  salt).  For  small  tunioni 
about  the  lid,  etc.,  a  I  or  2  por  mmi.  Milulion  is  injected  in  dllloratil 
directions  at  the  base  of  the  growth. 

If  theeye bo  congexled  or  inll«ni«i]  oncalne acta  much  leaa p«rf<M'tly 
on  the  conjunctival  but  It  lu^U  a4  wall  iijinn  an  ulcerated  a«  utmti  H 
healthy  cornea.  As  lh«  oocaino  laknw  offwit  only  on  the  part  whlHi 
it  toucheu,  the  solution  miiat  Im  tnoiln  u,  llnw  all  over  the  cornea  and 
conjunctiva;  and  as  it  pnnulnUM  littln,  ifat  all,  it  must  bo  injrcttol 
under  the  coojuncliva  if  we  wlah  bi  rcniler  the  later  (tennloiiiv) 


I 


500 


APPENDIX, 


I 


Blage  of  a  squint  operation  painleBa,  or  to  eicise  the  eyeball  under 
its  inSuence.  Cocaiae  as  ordinarilj  used  does  out  seem  greatly  to 
affect  the  sensibility  of  the  iris ;  injection  into  the  anterior  chamber 
for  this  purpose  is  not  practicable  even  if  safe. 

Cocaine  is  used  inacute  iritis  in  conjunction  with  atropine,  with  the 
idea  that  it  will  assist  the  anodyne  and  mydriatic  effects  of  the  tatter. 
My  own  experience  docs  not  enable  me  to  speak  strongly  on  this  point. 
For  producing  rapid  but  brief  paralysis  of  Ace.  ( in  ametropia)  a, 
solution  containing  2  per  cent,  of  cocaine  and  2  per  cent-  of  honiatro- 
pine  is  recommended  by  Mr.  Lang,  and  ia  convenient  in  suilable 
cases ;  the  maximum  effect  is  gained  in  from  twenty  lo  sixty  minutes, 
but  soon  begins  to  decline. 

FaintneEsandathersignB  of  nervous  depression  have  been  rcpoKed 
as  due  to  cocaine,  even  when  used  to  the  eye  alone  I  believe  that 
these  symptoms  are  generally  due  lo  reaction  after  the  mental  strain 
attending  an  operation  of  which  the  patient  is  conscious ;  for  l^fore 
cocaine  was  used  we  were  familiar  wilh  the  occurrence  of  faintoess 
and  vomiting  from  time  to  time  when  eye  operations  had  been  under- 
gone without  anesthesia. 
Mydbiatich  asd  Myotics: 

33.  (1)  Strong  Atropine  Drops: 

Sulphate  of  Atropine  gr.  iv, 

Distilled  Water  .^j. 
Used  in  cases  where  the  rapid  Oiud  full  local  action  of  the  drag  is 
required.  For  many  purposes  atropine  drops  may  be  used  consider^ 
ably  weaker  than  the  above.  Atropine  (a  single  drop,  of  2  grains 
to  ^j,  or  about  0,5  per  cent.)  begins  to  dilate  the  pupil  in  about 
fiiteen  minutes,  and  to  paralyze  the  accommodation  a  few  minates 
later;  it  produces  wide  dilatation  of  the  pupil  (3  to  9  mm.)  in  thirty 
to  forty  minutes,  and  full  paralysis  of  accommodation  in  about  two 
hours.  Both  remain  at  their  height  for  twenty- four  hours,  and  the 
eff^t  docs  not  pass  off  entirely  till  from  three  to  seven  days,  the  ac- 
commodation recovering  rather  sooner  than  the  pupil.  If  stronger 
solutions  be  used  several  times,  the  action  continues  longer.  The 
effects  of  atropine  are  only  very  temporarily  and  imperfectly  over- 
come by  eserine.  Atropine  slightly  lowers  the  tension  of  the 
healthy  eye,  but  usually  increases  the  tension  in  glaucoma. 
(2)   Weak  Atropine  Drops: 

Sulphate  of  Atropine  gr,  J  lo  ^ 

Distilled  Water  gj. 
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Used  when,  for  optical  pnrposes,  it  is  desired  to  keep  the  pupil 
dilated  for  a  long  time,  a?  in  immature  nuclear  cataract.  A  single 
drop  about  three  times  a  week  will  generally  sufiice.  Very  weak 
atropine  acls  more  on  the  pupil  than  on  the  accommodntion. 

SolulionB  of  sulphate  of  atropine  keep  for  an  indefinite  time; 
the  Uocouleot  sediment  which  often  forma  doea  not  impair  their 
efficiency.  The  mydriatics  and  myotics  may  he  used  in  the  form  of 
ointment  with  vaseline ;  a  smaller  percentage  of  the  drug  is  then 
necesKary,  and  1«xic  cdecttt  are  less  likely  to  fallow ;  the  alkaloids 
themselves  must  be  used,  their  saltg  not  being  soluble  in  fats  and 
oils. 

(3)  Ung.  AlropiiUK: 

Atropine  (Alkaloid)  gr.  iv, 
Pure  Vaseline  ^  j. 
This  ointment  is  needlessly  strong  for  most  purposes ;  1  grain  to  1 
ounce  is  usually  enough. 

(4)  LameUre  Atropijm  (B  P.  18S5)  gr.  j^"^,  in  each. 

34.  Scopolamine  .- 

Scopolamine  Hydrobroniate  gr.  J  to  gr.  1. 
Pure  VaseHne  gj. 
This  is  a  powerful  mydriatic,  and  may  lie  used  where  atropine  is 
not  tolerated ;  it  is  more  powerful  than  the  latter,  and  does  not  pro- 
duce local  irritation  so  readily. 

35.  Tropatoeaine. — A3percent  solution  in  normal  saline  solu- 
tion is  need  for  antesthesia  of  the  cornea ;  its  e3ect  begins  more  rap- 
idly and  lasla  longer  than  that  of  cocaine,  and  it  said  to  be  less  toxic  ; 
it  doea  not  produce  mydriasis  as  a  rule. 

36.  Daturine : 

Sulphate  of  Datnrine  gr.  iv, 
Distilled  Water  gj. 
Ueed  as  a  mydriatic  in  cases  where  atropine  causes  conjunctival 
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37.  Dtiboitine: 

Sulphate  of  Duboisine  gr.  j, 
Distilled  Water  gj. 
A  mydriatic,  acting  more  quickly  and  powerfully,  and  paGsing  off 
in  a  shorter  time,  than  atropine.     It  is  tolerated  in  cases  where 
atropine  causes  conjunctivitis.    To  be  used  with  caution,  as  well- 
marked  toxic  symploma  are  sometimes  caused. 

Dulioit'ine  begins  to  act  on  the  pupil  and  accommodation  in  leas 
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than  Un  minnles,  ptodncM  fall  mydriiA  ta  I—«hMl«i1yfct- 
vtea,  and  complete  c^dopleg^  la  about  one  hour.  TIm  ■■■Imii 
tSm  does  not  liat  qaito  ao  loi%  al^  and  tiio  <Aet  iMNMSoff  «m»- 
|)l«uJ7iatlurBoonardun,thatoratf«pina.  DnholitneaaMBW bwafci 
doirn iri^ adhewona whkh hareairaadyiwBtod atto^— .  IlacUtf 
»••  iMiui  to  be  for  oaaea  in  whioh  atropine  aanata  itritrtna 


SjAtobnaiatB  of  Hrantn^negr.  tr, 

IMadUed  wate  3J. 
A  ttiTdriatio,  aedng  tathar  moie  qoii&lf  and  paaii^;  off  bmA 
looner  than  atropine;  yexj  ocmrenieat,  theiefore,  for  ■m^Hn^  the 
popil  for  opbtbalmooopio  examinatitHi. 

Homatropine  begina  to  act.  <w  tlie  p«^  and  aaoomaodadcM  In 
from  fire  to  fifteen  minatea;  thegNatertdilaletioDaf  p«i^(Hnallj, 
lioireTer,  nOier  leaa  than  tbat  obtained  bf  aDr^rfne)  b  tmAti  In 
about  fifif  minntea,  and  oomplele  or  nearly  e«nplete  [Tj  rilnplnJa  fai 
anbonrorratberlen  (viththeMlalimofgT.  irto  3J).  lliefUl 
dbct  is  odIj  maintained,  however,  for  an  hoar,  more  «r  iMi  and 
both  pupil  and  aoMHninodatiMi  naoallj  reoover  oompletelfin  twwi^ 
four  boors  or  less.  Its  adlon  la  qaloket  sod  rather  more  powertkil 
if  it  be  used  with  cocaio,  2  per  cent-  of  each  in  distilled  water. 


A  solution  of  this  strength  is  mnch  used  to  produce  paralTsiB  of 
the  aixx>mmodalioQ  for  the  measuremeat  of  refraction      A  drop 
should  be  distilled  everj  five  minntes  until  4  or  5  drops  have  been 
applied,  and  the  refractioo  measured  at  the  end  of  one  hour.] 
30.     EaeriTte  ( Phjsostigmine)  ( Alkaloid  of  Calabar  Bean ) : 
(1)     Sulphate  of  Eserine  gr.  iv, 
Distilled  Water  gj. 
Used  in  mydriasis  and  paraljsis  of  the  accommodation,  whether 
caused  by  atropine  or  by  nerve  lesions,  in  some  forms  of  oomeal 
ulcer,  and  in  acute  glaucoma. 

(2j     A  weaker  solution  (gr.  j  to  Jj)  is  often  better 
borne. 
Eserine  begins  to  contract  the  popU  and  cause  spasm  of  the  ac- 
commodation in  about  five  minutes;  iU  maximum  eflect  ia  reached 
in  twenty  to  fortj-five  minutes.     Its  full  effect  on  the  acoommoda- 
tion  lasts  oqIj  an  hour  or  two,  but  the  pnpil  does  not  oompleteljr 
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laan^  hours,  Bometimes  two  or  three  days.  A  very  weak 
n  the  pupil  than  on  the  accommodalion.  Ese- 
fine  causes  pain  in  the  eye  and  head,  arterial  cUiary  congestion,  and 
twitching- of  the  orbicularis;  thepain,aomelimesBeverB,  seldom  lasts 
bng.  Eserine  lessens  the  tenaion  in  primary  glaucoma ;  its  effect  is 
increased  in  this  diacaee  if  used  with  cocaine,  on  account  of  the  con- 
tractioaof  (he  ciliary  arteries  brought  about  by  the  latter. 

(3)  Lamelke  PkyaoaHgmuKe  (B.  P.  1835)  gr.  y^^  in  each. 
All  the  mydriatics  and  myotics  nrny  be  obtained  in  the  form  of 
small  gelatine  disks  of  known  strength  (made  by  Savory  and  Moore, 
and  by  Martindalc),  which  are  sometimes  more  convenient  than  the 
solutions.  Of  the  mydriatics,  homatropine,  scopolamine,  and  duboi- 
sine  ore  much  the  most  eipenaive. 

40.  Beliail'iitna  FomenialUma  : 

Eilraclof  Belladonna  ^j  lo  gij, 
Water  Oj. 
Warmed  in  a.  cnp  or  email  basin  and  used  as  a  hot  fomentation  in 
suppurating  and  serpiginous  ulcers  of  cornea, 

41.  P'doearpin' for  SabeuJaneous  Injefiions : 

Hjdrychlorate  of  Pilocarpine  gr.  v, 
Diatilied  Water  3j. 
Dose,  TVLiijj  gradually  increased,  to  be  injected  daily  or  leas  often. 
Used  in  cases  of  retinal  diitachment,  choroiditis,  and  retinitis, 
i,gr.  ivto  gj,     ^ 
a  myotic  like  eserine,  bnt  its  action  is  much  weaker, 
■ine  for  staining  the  cornea. 
Flnorescine  2  per  cent., 
Bicarbonate  of  Soda  3  per  cent, 
A  drop  placed  belneen  the  lids  will  stain  the  < 
covering  e|>ithelium  is  imperfect,     A  drop  of  cocai 
lluorescine  precipitates  it  and  makes  the  staining  m 
44.  ''Jequirity"  seeds,  obtained  from  a  legui 
used  in  South  America  for  the  cure  of  granular  lids  (p.  120).    They 
ciin  now  bj  readily  obtained  in  moderately  line  powder.     The  infu- 
sion is  made  by  soaking  the  powder  in  cold  water  for  a  couple  of 
hours,  or  better  in  water  at  120°  F.,  allowing  it  to  stand  till  coid, 
and  straining  through  muslin ;  it  is  then  leaAy  for  use,  hut  will  re- 
main active  for  several  days      When  obviously  decomposed  (fit^tid) 
it  is  no  longer  active.    The  simple  powder  dusted  into  the  con- 
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jaDCtiva  is  said  U>  be  active,  but  two  or  three  trials  which  I  made 
with  it  were  negative. 

The  action  of  jequiritj  probably  depends  upon  a  nitrogenous 
ferment,  not  as  was  for  a  time  believed  upon  a  specific  microbe-  A 
substance  posfeasing  ihe  peculiar  properties  of  the  natural  seed  has 
been  separated  by  more  tliao  one  eiperimenier,  but  does  not  appear 
K»  be  pnicoralile  in  tbe  market ;  it  is  difBciilt  lo  make,  and  its  com- 
posilion  seems  to  vary, 

Aa  the  intensity  of  action  of  jequirity  infusiona  of  the  same 
strength  varies  very  much  in  diflereat  persona,  and  i»  sometinies 
very  severe,  it  is  best  to  use  a  weak  preparation  [1  grain  of  powder 
in  IQO  grains  of  water,  or  gj  toli.^xijaa)  for  all  cases  at  Brat,  A 
single  prolonged  application  or  several  applications,  within  a  few 
minutes  to  the  everted  lids  will  suffice, 

45.  Bandages  for  the  eyes  may  be  of  thin  llannel  or  soft  calico. 
A  linen  or  cotton  bandage,  about  ten  inches  long,  with  four  tails  of 
tape,  or  a  loop  of  tape  erubracing  the  back  of  the  bead  (Liebreich's 
bandogel,  is  very  convenient  after  the  more  serious  operations.  An 
ordinary  narrov  flannel  bandage  is  better  when  much  pressure  ia 
wanted,  or  if  the  patient  be  unruly.  The  soft,  elastic,  woven 
bandage,  known  as  the  "  Leicester  "  bandage,  is  even  pleasanler  than 
flannel. 

When  absolute  etclusion  of  light  is  desired,  it  is  best  to  use  a 
bandage  made  of  a  double  fold  of  some  thin  black  material 

Fine  old  linen  is  better  than  lint  for  laying  next  the  skin  in 
dressings  after  operation. 

46.  SuADls  may  be  bought  at  the  opticians'  and  chemists' ;  or 
may  be  made  of  thin  cardboard  covered  with  some  dark  material,  or 
of  stout  dark-blue  paper,  like  that  used  for  making  grocers'  augur- 
bags.  Shades  of  black  plaited  straw  are  also  very  light  and  con- 
venient. 

Shades  to  be  efl^ectaal,  shoald  extend  to  the  temple  on  each  side, 
BO  as  to  exclude  all  side  light 

47.  Protective  Glabses. 

Various  pattemn  of  glasses  are  made  for  the  purpose  of  protecting 
the  eyes  from  wind,  dust,  and  bright  light  The  glasses  are  either 
flat,  or  hollow  like  a  watch-glawi,  and  are  colored  in  various  shadea 
of  blue  or  smoke  tint  The  most  eSectual  are  the  ones  known  «■ 
"goggles,-"  in  these  the  space  between  the  glass  and  the  edge  of  the 
orbit  is  filled  by  a  carefully  fitting  framework  of  fine  wire  ganie  or 


I 
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Mack  crape,  by  which  side  wind  and  lif^ht  are  excluded  A  xmall 
air-pad  of  thin  India-rubber  tubing  makes  the  frame  fit  i^till  more 
closely. 

Other  forms,  known  as  "horseshoe"  or  "  D,"  and  "domed"  or 
"  hollow,"  glasses  are  also  in  common  use. 
48.  Test  Types. 

Snellen's  types  for  testing  both  near  and  dlntant  vision  under  an 
angle  of  five  minates  can  be  obtained  throngh  Queen  &  Co.,  Pbila- 

The  types  which  I  generally  use  for  testing  near  vision  are  those 
used  at  the  Moorfielda  Hospital,  where  they  may  beobuined.  They 
can  also  be  bought,  conveniently  mounted,  of  Queen  &  Co.,  Phila- 
delphia. These  types  nearly  resemble  those  of  Jaeger,  and  though 
less  correct  theoretically  than  the  corresponding  types  of  Snellen's 
scale,  ore  more  convenient  in  practice  for  testing  the  reading  power. 
There  are  several  other  seta  of  test  types  which  it  is  unnecessary 
here  W  particularise. 

A  convenJL'ot  set  of  testa,  small  enough  to  be  carried  in  the  pocket, 
can  be  obtiiincil  through  Qneen  &  Co.,  Philadelphia.  It  consists  of 
types  for  near  nnd  distant  vision,  a  pupillomeier  for  measuring  the 
pupil,  a  set  of  colored  atallB  for  color-blindness,  and  a  small  series 
of  lenses  for  testing  refrsction.  This  case  is  intended  chiefly  for 
ward  work  and  general  medical  cases.  It  ma;  also  be  bought  with- 
out the  lenses. 


49.    OPHTt 

It  is  impossible  to  say  that  any  ophthalmoscope  is  the  best.  When 
expense  is  not  a  great  object  it  is  always  better  to  have  one  of  the 
so-called  "  refraction  ophthalmoscopes."  In  thef*  a  number  of  small 
lennes  are  capable  of  being  introduced  one  after  the  other  behind 
the  mirror.  The  use  of  the  lenses  is  explained  at  p.  78.  For 
medical  ophthalmoscopy  it  is  not  ei-ential  to  have  so  many  lensesj 
about  four  concave  and  two  convex  will  enable  an  erect  image  to  be 
eii:uly  obtained  in  most  cn.ics;  Licbrelch's  "  small"  ophthalmoscope 
and  Oldham's  ophthalmo^ope  are  both  very  convenient  forms  for 
such  use,  and  cost  less  than  half  as  much  an  the  refraction  instru- 
ments. Every  ophthalmoscope  case  should  contain  two  large 
"objective"  lenses  for  the  indirect  examination,  focal  illumination, 
and  magnifying;  one  may  be  of  2j,  the  other  3j  inches  focus.  For 
the  detection  of  incipient  opacities  in  the  lens,  for  direct  examina- 
tion without  atropine,  and  for  relinoscopy,  a  plane  mirror  is  ver; 
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nEtefiil  in  addition  to  the  ordionrf  concave  one.  Siicli  a  plane 
mirror  ma;  be  hitd  cheapl;  as  a  separate  instrnment  for  the  waist 
coat  pockt't,  but  1  much  prefer  It  and  the  concave  one  for  indirect 
examination. mounted  back  tn  buck  (see  below). 

Of  tbe  refraction  opbthalainscopeij  there  are  now  it  great  manj 
patterns  dilTering  in  the  Diimber  and  size  of  the  lenses,  tlie  nixe  of 
the  mirror  and  lens-bearing  disk,  and  other  details.  Usually  the 
diuk  contains  20  ta  24  len!<e>«,  and  ooe  empty  circle.  In  the  aiiepler 
formq  about  half  the  lenses  arc  -I-  and  half  — .  But  in  others  the 
number  of  powers  is  immentwiy  increased  bj  combining  leii!<ei4  of 
dillerent  strengths,  e.  g.  the  disk  ma;  contain  24  -f  lenses,  whilst 
a  single  moveable  —  lens,  rather  stronger  than  the  highest  +  la 
placed  behind  the  disk  over  the  sight-hole ;  by  placing  it  opposite  the 
^ght-hnle  and  tlien  bringing  tbe  various  +  lenses  over  it  in  succea 
don,  a  series  of  26  ^  powere,  or  49  in  all,  will  be  obtained.  In 
order  to  avoid  the  error  caused  by  looking  obliquely  through  a  lens, 
all  the  better  instrumeoLs  [f.g^  Loring'a,  Couper'a,  Morton's,  and 
others)  are  no  arranged  that  the  mirror  can  l»e  aufficienlly  inclined 
lo  receive  the  light,  while  the  lens-bearing  disk  remains  at  right 
angles  to  the  obnerver'a  line  of  sight.  Generally  speaking,  the 
English  and  American  InHlruments  are  mticEi  better  made  than  the 
French.  Of  the  simpler  forms  with  only  one  mirror,  tbe  one  intro- 
duced by  Gowera,  is  fairly  efficient.  Of  the  more  expensive  fotina, 
several  very  good  ones  have  been  derived  from  an  early  model  by 
Mr.  Laidlaw  Purves,  both  of  which  may  be  procured  from  Qaeen 
&  Co.,  Philadelphia.  The  latest  forms  of  this  instrument,  msde  by 
Mr  Ferrier  for  myself,  has  three  mirrors  (two  of  them  back  to  back 
in  a  single  ring)  mounted  on  a  rotating  carriage  like  the  "nose- 
piece"  of  a  microscope ;  it  is  extremely  convenient  and  accurate. 
For  tbe  application  of  the  "nose-piece"  principle  to  tbe  ophthalmo- 
scope we  are  indebted  to  Mr.  Lindsay  Johnson.  Mr.  Coaper'a  woA 
Mr.  Morton's  models  are  very  excellent  and  deservedly  popular. 
In  a  good  refraction  ophthalmoscope  the  mirror  should  be  thin  and 
the  sight-hole  perforated ;  the  lena-diak  thin  and  working  as  close 
to  the  back  of  the  mirror  as  possible ;  the  lenses  evenly  mounted, 
centred  truly,  either  thoroughly  covered  up  or  easily  aocewible  for 
cleaning,  and  not  less  than  6  mm.  in  diameter. 
50.     Perimeters. 

The  most  convenient  forma  have  an  arrangement  for  registering 
tiie  field  automatically  on  a  chart  fixed  behind  tbe  centre  of  the  am. 
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A.  veiy  complete,  bnt  complicated  and  espetiHive  one  ia  McHaniy's; 
Priestley  SiniCh'^,  much  simpler  and  cheaper,  is  foi'iDOiit  purposes  as 
uocful.  Bill's  Belf-registerlng  perimeter  is  well  Kpoken  nf  by  Dr. 
Berry.'  AH  of  which  may  be  obtained  from  Queen  &  Co,,  Phila- 
delphia. 

51  The  "Clock-face"  for  leating  aatieniatisra  (p.  352]  can  be 
bad  at  Queen's. 

52.  The  set  of  Colored  Wools  recommended  by  Prof.  Holm- 
gren, of  Upiala,  for  teBting  color-blindnesH,  can  be  obtained  from 
Queen  &  C^. 

In  the  colored  plate,  copied  by  permission  from  Prof.  Holmgren's 
work  De  la  Cieite  rfes  Cotdearn,  eic,  1877,  the  horizontal  stripes  I, 
IIo,  and  II&,  show  tlic  colors  which  it  is,  as  a  rule,  most  convenienl 
to  we  8.4  teats ;  and  tlie  short  vertical  stripes  are  the  colors  most 
likely  to  be  confused  with  these  by  those  affected  with  the  ordinary 
forma  of  color-blindness.  Thus,  No.  1  wilt  be  confused  with  one  or 
more  of  such  buQs,  pinks,  ele.,  as  Nos.  1  to  5 ;  in  slight  degrees  of 
color  defect  the  confusions  will  be  limited  to  these  pale  colors. 

In  higher  degrees  of  color-blindneaa  stronger  or  more  saturated 
colors  will  be  confused;  IIo,  for  example,  or  even  a  stronger  rose- 
color  may  he  confused,  on  the  one  hand,  with  a  full  blue  or  purple, 
Nos.  G  and  7 ;  or,  on  the  other,  with  full  gray  or  green,  Nos.  8  and  9. 
Taking  a  different  series  of  equally  saturated  colors,  the  scarlet  116 
may  be  confidently  identified  with  dark  green  or  brown,  Nos.  10  and 
H,  or  with  light  bright  green  and  yellow-brown,  Noa.  12  and  13. 

The  confusion  colors,  Nos,  1  to  1-1  on  the  plate,  are  given  merely 
aa  samples  of  the  colors  most  commonly  confused ,  with  llie  respective 
teat-colors;  in  practices  much  larger  series  should  be  employed; 
the  more  critical  the  patient,  the  larger  is  the  nnmher  of  shades  and 
colors  requisite;  even  markedly  color-blind  persons  do  not  always 
match  exactly  the  same  colors  with  the  testa.  Colored  worsteds  are 
used  because  it  is  easier  to  obtain  a  very  large  series  in  this  material 
than  in  any  other. 

The  manner  in  which  a  color-blind  person  behaves  will  often  ei- 
cile  suspicion  of  his  defect.  He  will  perhaps  place  doubtfully  side 
by  side  with  I,  such  a  color  as  No,  2  or  5,  to  see  whether  or  not  they 
are  alike,  and  finally  will  decide  that  they  are  not  quite  of  the  same 
color,  though  ''  rather  alike."     In  such  cases,  and  again  in  others, 

'  Subjective  aymploms  la  Eje  Dtaeaae,  p.  91  <1SH6). 
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I    where  perhaps  the  pntient  dnes  not  underBland  what  is  wanted,  the 
'    diagnosis  may  often  be  made  certain  in  l)ie  following  mantier:   Take 
1     two  colore  over  which  the  patient  is  stumbling,  or  on  which  he  can- 
not exprens  himself,  say  Nob.  Ila  and  a  lighter  shade  of  9,  add  a 
third  of  the  nnaie  dominant  color  as  9,  but  of  a  markedly  diHerent 
shade,  such  an  10  or  12;  now  ask  him  which  pair  is  mont  alike, 
Hob.  Ila  and  9,  or  Nos.  9  and  10;  if  he  says  IIn  and  9  are  more 
I   mlike  he  is  color-blind,  and  is  judging  of  theii  similarity  by  the 
riudf,  that  ia  the  amount  of  wiiite  conUiined  in  each  of  Ihcm,  and 
I   not   by  their  color.     It  Ja  easy  to  Tary  this   test  according  to  the 
.    requirements  of  the  case. 

I  Another  good  method  is  to  tell  the  patient  to  pick  out  all  the 
I  skeins  of  one  color,  aay  green,  without  requiring  him  to  match  them 
I  precisely  with  any  teat-skein ;  if  decidedly  color  blind,  he  will  con- 
k  fidently  select  not  only  those  which  are  green,  but  a  number  of 
V  others,  usually  thu  griiy  iines.  Or  «e  may  say:  '"  Do  you  see  any 
I  greyn  ski'inr^  iiinung  thiMuV"'  If  colnr-blind  he  will  say  "  No,"  or 
beeiUite,  or  m&ke  tiie  same  minakes  ob  aboTe. 

A  Bpecinl  arrangemeat  of  the  wook,  eoaUing  >  qnklE,  mooaiata, 
■nd  DDiform  record  of  color  perceptioD  to  be  made,  lua  bMU  dedgned 
b^  Dr.  Wm.  ThomBon,  of  Philadelphia,  and  is  obtainable  from 
Queen  &  Co.,  Philadelphia      (Supplement,  see  Plate,  p.  470  ) 

Of  the  many  other  tests  for  color-blindness  the  following  may  be 
mentioned  ; 

Stilling's  Tables  consist  of  colored  letters  or  patterns  printed  on  a 
groundwork  of  one  of  the  "confusion  colors."  They  are  preferred 
by  some  to  Holmgren's  wools. 

Donders'  method  determines  the  color-sense  (or  color  defect) 
quantitatively  by  means  of  a  light  of  known  intensity,  which  passes 
through  apertures  filled  by  differently  colored  glasses;  these  are 
recognized  at  a  specified  distance  if  the  color-sense  is  normal- 
Mr  JeafTreson,  of  Newcastle,  has  coustmcted  an  ingenious  appa- 
ratus in  which  the  colored  wools.  Hied  in  radii  upon  a  rotating 
disk,  can  be  successively  brought  opposite  to  stationary  patches  of 
the  respective  confusion  colors,  which  are  placed  just  beyond  the 
cireumference  of  the  disk  (Ijancd,  July  17,  1888). 

Bull,  of  Christian  ia,  has  introduced  a  quantitative  test,  based  upon 
the  smallest  amount  of  color  which,  mixed  with  gray,  can  be  recog- 
nized by  the  normal  eye.  (Obtainable  from  Queen  &  Co.,  Phila- 
delphia )  Rows  of  colored  spolH,  those  in  each  row  containing  a 
different  quantity  of  gray,  are  painl«d  in  oil  colore  on  a  black  back- 
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ground.  The  normal  eye  will  distinguish  the  colors  even  in  the 
grayest  row;  the  color-blind  will,  according  to  the  degree  of  defect, 
confuse  complementary  colors  in  some  or  all  of  the  rows.  I  find 
Bull's  tables  very  useful,  but  like  all  painted  and  lithographed 
surfacesthey  reflect  too  much  light,  and  thus,  unless  held  in  exactly 
the  right  position,  they  shine  and  their  color  is  altered.  Unless 
very  carefully  used  Bull's  and  Jeaffreson's  tests  are,  I  think,  less 
trustworthy  than  a  good  set  of  wools. 

An  explanation  of  the  colored  plate  is  given  on  p.  507 ;  it  is  not 
intended  to  be  used  as  a  test,  but  only  as  an  illustration  of  the  colors 
commonly  confused. 


BEQUIREMENTS  OF  CANDIDATES  FOB  ABMIB- 
8I0N  INTO  THE  PUBLIC  SEBVIQEK 


u%     


nlalj  without  gluMi  b«  =  I  aod  8b.  O.C  at  M17  diatame  nteetad  bf 
himodf,  he  vill  be  oondderad  fiL  If  IIm  TtairOa  ia  Mdi  eje  Mp^ 
nXdj  irithont  flUmm  be  lev  thui  -A,  th«  candi&Ue  will  be  eott- 
ddered  BoBt.  If  rlaion  irith  eeoh  cg^MpwmldyHididllEKMit^MMi 
be  ^,  the  candidate  maf  be  ooosidend  fit  if  with  tomO&ag  ^amm 
biB  TidoD  =1  f  with  MM  ^e  and  ^  witb  tbe  oifaer,  pmridad  tkat  ha 
can  read  Sn.  0.8  witb  one  or  both  eyea  without  giaana  at  anj  db- 
tanoe  he  atmj  seleet.  Bqnint,  oolor^dindneB,  ia  iJIwair  ot  tha  ejaa 
will  cause  rejection. 

Boyoi  Navy.  Bequirenients :  Emmetropia ;  perfect  acateneae  of 
visioii  and  range  of  accommodation ;  normal  color^enee ;  abeence  of 
strabismus  or  muscular  defects  of  the  ejea. 

Home  Civil  Sermjx.  Tests  at  discretion  of  medical  adnser  to  the 
commisBionen,  accordiog  (o  whatever  slaodard  the  particalar  situ- 
ation may  require. 

Indian  Civil  Service,  Vision  with  correcting  lenses  muat  be  not 
lesa  than  |  in  one  eje  and  |  in  the  uther.  If  the  candidate  have 
myopia  or  mjopic  astigmatism  the  combined  spherical  and  cylin- 
drical glasses  must  not  exceed  2.5  D.  in  each  e;e.  If  the  candidato 
have  hypermetropiH  or  hypermetropic  astigmatism  the  combined 
spherical  and  cylindrical  glasses  muet  not  exceed  4  D.  in  each  eye, 
and  the  vision  when  under  atropine  must  ^^  |  in  one  eye  and  J  in 
the  other  with  +  4  D.  or  less.  A  corneal  nebula  in  one  eye  will  not 
disqualify  if  vision  be  not  less  than  -f,  in  one  eye,  provided  that  the 
other  he  emmetropic  and  possesses  normal  vision.  Defects  of  vision 
from  changes  in  the  deeper  structures  of  either  eye  may  disqnalif]'. 
Cobr-vision  must  be  normal,  and  there  must  be  no  ocular  paralysis. 
(510) 
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Indian  Medical  Service,  Myopia  of  5  D.  is  permitted  if  vision 
with  glasses  be  ^^  in  one  eye  and  |  in  the  other,  if  there  be  no  mor- 
bid changes  in  either  eye.  If  posterior  staphyloma  be  present, 
vision  must  be  equal  to  the  above  standard,  and  the  ametropia  must 
not  exceed  2.5  D.  If  myopic  astigmatism  be  present  the  combined 
spherical  and  cylindrical  gla&ses  must  not  exceed  5  D  ;  vision  with 
correction  must  be  ^^  in  one  eye  and  f  in  the  other.  Total  hyper- 
metropia  of  5  D.  will  not  disqualify  for  service  provided  that  vision 
=  i*j  in  one  eye  and  f  in  the  other,  with  6  D.  or  less  when  under 
atropine.  Hypermetropic  astigmatism  does  not  disqualify,  provided 
that  the  combined  correcting  lenses  do  not  exceed  5  D. ,  and  the 
acuteness  reaches  the  above-mentioned  standard.  A  corneal  nebula 
will  not  disqualify  if  vision  be  not  less  than  -^^t  the  other  eye  having 
V  =  f .  Color  vision  must  be  normal ;  there  must  be  no  ocular 
paralysis. 

Indian  Pilot  Service.  Bequirements :  Emmetropia ;  perfect  acute- 
ness of  vision  and  range  of  accommodation ;  perfect  color  perception ; 
no  muscular  defects. 

Indian  Marine,  The  error  of  refraction  must  not  exceed  1  D. 
hyp^rmetropia  or  myopia ;  color  vision  and  ocular  movements  must 
be  normal. 

The  Mercantile  Marine.  The  examination  consists  of  three  parts : 
(a)  form  vision  test;  (6)  color  vision  test;  (c)  color  ignorance  test. 

Form  vision.  The  tests  are  Snellen's  letters  or  dots  for  those  who 
cannot  read.  Candidates  may  use  both  eyes  or  either  eye,  but  must 
not  use  glasses  of  any  kind.  If  the  candidate  at  sixteen  feet  from  the 
test  can  read  correctly  three  of  the  five  letters  in  the  fifth  line  from 
the  top,  or  four  letters  in  either  of  the  two  lines  below,  he  may  be 
considered  to  have  passed  the  test 

Color  vision  is  tested  by  Holmgren's  wools. 

The  color  ignorant  test  is  to  ascertain  whether  the  candidate  knows 
the  names  of  the  three  colors,  red,  green,  and  white,  and  the  test  is 
confined  to  naming  these  colors ;  it  is  done  either  by  skeins  of  wool 
or  by  the  lantern. 
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Abbreviations,  26 
Aberration,  chromatic,  61 

spherical,  30 
Abrasion  of  cornea,  130,  131 
Abscess  of  comea,  132 

of  lachrjmal  gknd,  319 
sac.  100 

orbital,  318 
Abscisaion  of  eyeball,  403 
Accommodatian,  errors  of,  326 


I  Amblyopia  in  ametropia,  267 
pntatorudi,  439 
quioine,  441 
tobacco,  270,  439 

Ametropia  [any penaaiient  error  in 

refraetion  of  the  «ye),  326 
Amyloid  of  cnniunctiva,  122 
Aniemia,  pernicious,  eye  diseasea 
'      ■  1,  443 


ioduence  of  age  upon,  f 
paralyBJBof,  377 
region  and  range  of,  35t 
relative,  50 
spasm  of,  3r~ 


gery,  42S 
of  retina,  274 
I  Angle  a,  53 

of  emorgenco,  S 
of  incidence,  26 
TiBual,  ;■" 


Accommodative  asthenopia,  274,    Anisometropia  {lateqatd  Tefraeticn 


343 


'nlhelit     _    ,, 
is  and  ciliary  I  Anterior  chamber,  foreign  body 


Action  of  drugs  oi 

muscle,  375 
Acuteness  of  sight,  48  [474] 
Advancement  of  muscle,  opera- 
tion for,  401 
Albinism,  226 

Albuminuric  retinitis,  239,  441 
Alcohol  amblyopia,  439 
Amaurosis,  265 

single,  263 
Amblyopia,  265 

alcohol,  439 

bisulphide  of  carbon,  440 

central,  26S 

congenital,  266 

diabetic,  442 

from  defective  regnal  images.    Asthenopia  (vitakneae  i^eyea;  any 
vmdUitm   in  wkidi    the    eye» 


focus  of  eye,  39 
paracentesis,  406 
polar  cataract,  149 
staphyloma,  168 
I  Apparent  size  of  objeda,  61 
Aqueous,  turbidity  of,  153 
Arcus,  indammatory,  150 
«7i>,  150 

^11- Robertson's  symptom,  A 
's  operation  for  entropion,  3 
irial  pabation,  444 
Artifidal  eye,  403 
pupil,  409 


from  suppression  of  images,  2 
hereditary,  270 
hysterical,  273 


iimot    be   toed  for 
gelher),  274 

■    ■     :,  274,  343 
(613  1 


AathentqA^  ml 
a&r  eitnioli 


vextnioiionrfMtMMtud 

iiUaotMur,  907,  S4S 
dm^-Aoe  for.  S5S 
detection  of;  70, 88 


Timal  acntMKM  in,  866 
Atnp)^  <tf  dmaid,  218 
m  mroiH*,  834 
optic  (m  4>&pN«BritIa),  aSS 
after  emlMlhm,  MS 


ittmeoHoi 
of  niionii 


,281 


faMnproMore, ! 

iMndUMT.STO 

In  atoi7,  262, 4S8 

In  hjdnM^faitUia.  254, 468 

poat-papillitic,  264 
primary,  269,  464 
progDONB  in,  261 
proKreaaive,  259,  464 
pupils  in,  260 
aniocular,  263 
"         of,2f 


\raeal  ulcers,  137,  140 
in  glaucoma,  299 
■-  --itb,  lai 


Anial  myopia,  327 

Axis,  optic,  58 
principal,  of  a  lens,  29 
seconaary,  of  a  leas,  29 
visual,  of  eye,  58 


Bandaqeis,  504 
after  cataract  operations,  424 
after  eiciaion  of  eye,  4<^ 
in  iritis,  162 
in  ophthalmia,  110 
in  uloerH  of  cornea,  138 


BloodTCNtb  of  ebwoU,  SU 
of  a!r«,  «l«wl  U 
of  m£^71,»7 

Blpmoamw"'  *" 


CAKALicnLiTS,  diMases  of,  98 

operations,  393 
Cancer,  rodent,  94 
Canthoplasty,  392 
Capsulo-papillary  menibraae,  16 
Cataract,  190 

artificial  maturation  of,  204 

atropine  in,  201 

cause  of,  192 

concussion,  204 

congenital,  200 

consislence  of,  190 

cortical,  191,  197 

diabetic,  442 

diagnosis  of,  195 

discission,  202,  426 

dotted  cortical,  192 

eitraction,  20-2,  417 
after  operations,  425 
causes  of  failure,  204 
iritis  after,  206 
suppuration  after.  204 

forms  of  general,  191 

glasses,  207 

baid,  191 


^^H 

^^^^^H 
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in  myopia,  335 

226                                                               ■ 

lamelkr,  192,  198,  207 

atrophy  of,  213                                             M 

colloid  of,  2!7                                               ■ 

mixed,  191 

coloboma  of,  223                              ^^^^H 

□□clear,  191 

di»ea»es»f,2Il                           ^^^H 

operationa,  202,417 

hemorrhages  in,  218                     ^^^^^1 

over-ripe,  200 

healthy,  212                                   ^^^^H 

polar,  antarior,  194 

hyaline  degeneration,  218 

posterior,  198 

lamina  elastica,  21g 

pnmarr,  195 

mvopic  changes,  221 

nf^vna  of,  325 

pyramidal,  193 

rupture,  180,  217 

ripening  of,  203 

sarcoma,  311 

secondary.  196 

tubercle,  217,  22-i,  44S 

senile,  190 

vessels,  75.  211 

EiKht  after  removal  of,  207 

Choroidal    atrophy   in    myopia, 

Boft,  191 

221,  334 

solution,  202,426 

exudation,  216 

suction,  202 

hemorrhages,  217,  334 

aymptoma  of,  196 

treatment  of,  201 

2-24 

MnuUr  (flee  Lamellar) 

aaterior,  167 

CansticB,  injuriea  by,  183 
Cavemouaainua  thrombosis  of,31 9 

central  guttate,  221 

senile,  222 

Ceilulilisof  orbit,  318,  458 

Central  choroiditis,  222 

hiEmoirhagka,  225 

nervous  system,  eye  diseases  in, 

451 

in  myopia,  221 

scotoma,  2(19.  443 

superficial,  216 

Centre  of  rjlation  of  eye,  39 

supparative,  224 

Cerebral  tumor,  neuritis  in,  251, 

252, 451 

Ciliary  arteries,  52 

gyphUis,  neuritU  in,  452 
Cerebritis,  neuritis  io,  454 

body,  sarcoma  of,  311                                  .    | 

congestion,  54,  152 

Cerebro-spinal    meningitis,    eye 

diseases,  437 

in  myopia,  330,  335 
paralysis  of,  181,  378,  435 

Chalazion,  92 

on  eyelids,  SS,  431 

r^ion,  diseases  of,  165 

ChemoMs  (tafemo  q/"  eotyiiTUUim), 

106 

Cocaine,  376,  434 

Cberry-red  spot,  244 

Chicken-poi.  eye  disease  in,  438 

cUft  in  choroid).  226 

Chloride  of  zinc  paste,  495 

Choleslerin  in  vitreous,  284 

Chorio-capaiaria,  212 

Color-blindness,  279 

in  atrophy,  261 

213 
I 

[-sense,  475] 

Oolor-bliDdaess,  testa  for,  u07 

perception,  testing,  47 
Colored  vision,  277 
Colors,  fields  of  vision  for,  46, 280 
"Coianuitio  reiiiur,"  182 
OuigeniiBl  absence  of  iris,  163 

calarnct,  20U 

Goloboma  1 63,  226 

dermoid  c;sta,  325 
tumore,  ^3 

dislocation  of  iena,  210 

fibro-fttllj  growths,  309 

irideremia,  163 

ptOBlH,  9(1 
I  £]inii!eation,  choroidal,  225 

dliarv,  54,  152 

{arcuuicorneal,  54 

conjunctival,  55 

episcleral,  55 

in  irilJB,  152 

of  optic  disk,  252 

of  retina,  229 
Co^faoctirn,  aoij'luid  of,  122 

bums  of,  183 

cauliflower  warto  of.  307 

cystM  of,  308 

dieessesof.  104 

lupua  of,  307 

nitrate  of  silver,  stnining  of, 
151 

primary  shrinking  of,  124 

tubercle  of,  96.  .307 

lomora  of,  3[ff 
Conjunctivitis,  104 

after  exanthema,  110 

catarrhal,  109 

chronic,  121 

croupooa.  111 

diphtheritic  111,  435 

follicular,  110 

from  atropine,  123 

from  cold,  111 

from  dru^,  123 

from  esenne,  123 

gonorrhcEal,  101 

granular,  113 
results  of,  lis 
treatment  of,  117 

iropetiginouR,  111 


D  erysipelas,  111 


lymphatic,  1'2S 
iQac^nal,  130 
niembrnnoUH,  III,  435 
muco-puruIeDL,  109 


prevention  of,  109 

nodosa,  124 
phlyctenular,  128 
pilrolent,  104 


Convulsionsapd  lamellar  OR  ta.ract. 


arcns  senilis,  150  ^ 

biirnH,  1S3 
conical,  143 

operations  for,  407 
digeasesof,  125 
Quorescence  of,  IW 
focal  length  of,  33 
foreign  body  in,  1S2 

S  round-glass,  126 
erpoH  of,  135 
inflammation  of,  125 
inspection  of.  43,  383 
irro^ulariCy  of  surface  of,  43 
lead  deposit  in,  151 
opacity,  coagenital,  161 
operations,  405 
retlex,  75 

removal  of  foreign  bodies  from, 
405 
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Cornea,  dendritic,  335 

Dermoid  cysts  of  eyebrow,  325 

eserine  in,  141 

tumor  of  eyeball,  308 

fomentations,  139 

Detachment  of  retina,  235 

from  eiposilre,  136 

in  myopia,  334 

infective,  132 

Diabetes,  eye  disease  in,  442 

Diabetic  amblyopia,  442 

phlyctenQlar,  128 

cataract,  442 

section  for,  139 

retinitis,  442 

Dioptre,  40 

chronic,  132 
Bcton  for,  138 
BUppo  rating,  132 
treatment,  136 

Dioptric    system    of    spectacle 

lenses,  40 
Diphtheria,  eye  disease,  435 

Diphtheritic  paralysis  of  accora 

varieties  of,  128 

modation,  435 

yasenlar  recnrrent,  130 

of  recti  muscles,  435 

Crede-B  metliod,  109 

Diplopia  {see  ako  Strabismus  and 

in  myopia,  222,  331 

Pomlysifl),  60,  360 

CrfBtalline  lena,  focal  length  of,  38 

chart,  372 

spherical  alierration  of,  30, 
40  _ 
Cup,  physiolo^cal,  72 

crossed,  362 
homonymous,  361 

in  glaucoma,  292 

unioculnr,  60 

Cutaneous  horn,  93 

CyclitiB,  169 

Discission  of  cataract,  202,  428 

Boppuratiye,  171 

avphUitic,  432 

Disaeminaled  choroiditis,  219 

t^umatic,  171 

sclerosis,  eye  disease  in,  456 

Cyclo-iritiB  {seeSelero-iritis) 

Double  sight,  60 

Cycloplegia   (pn-'o/iwis  r^  eiliai-g 

Drugs,  action  on  ciliary  muscle 

m«Kle),  181,  377,  435 

and  iris,  375 

diphtheriUc.  435 

Duboisine,  501 

CysUcerciw  cellulosw.  285,  449 

Cystic  In  mors  in  orbit,  322 

Cysla  of  coiunncdva,  308,  30fl 

EccHYMOPis   in    catarrhal   oph- 

of iris,  314 

thalmia,  109 

of  margins  of  lids,  93 

of  eyelids,  317 

Meibomian,  92 

Echinococcus,  450 

Ectopia  lentia,  210 

Ectropion,  operations  for,  389 

Daobyootbtith,    chronic     (in- 

Eczema,  marginal,  90 

EmbolEsm  of  eye  in  pycemia,  43S 

of  central  artery,  243 

Dacryopa,  309 

Emmelropia,  326 

"  Dangeroos  woe,"  173 

Emphysema  of  orbit,  317 
Endemic  nyctalopia,  276 

Dalurinc.  501 

Day-blindness,  277 

Enophtlialmos,  317 

Decentred  lens,  35 

EntoEoa  in  eye,  449 

Entropion,  operation  for,  384 

424 

organic,  119,  384 

618 

Entropion,  apasmodic,  3J^4 
Epicaathus,  97 
Epilation,  91,  382 
Epiphora,  90,  98 
EpiacleritiB,  105,  309 
Epithelioma  of  conjunctiva,  309 
"  Erect  image,"  75 
Erysipelas  of  face,  blindness  from, 

459 
Brylhropsia,  277 
Eaerine,  50  i 

action  on  healthy  eye,  376, 502 
in  glaucoma,  299 
in  ulcers  of  cornea,  140 
Eversion  of  upper  ltd,  382 
Evisceration,  404 
[Examination  as  to  vision,  color- 
blindness, and   hearins,  in- 
Btructions  for,  474] 
focal,  04 

of  bloodvesBels  of  eye,  62 
of  color  perception,  47 ,  279 
of  cornea,  43 
of  eye,  external,  43 
of  field  of  Tiston,  44 
of  mobility  of  eye  (field  of  fii- 

ation),66 
of  pupLls,  50 
of  relraction  of  eye,  75 
of  tension,  43 
ophthalmoscopic,  66 
direct,  67,  76 
indirect,  67 
[practical,  of  railway  employiis 
as  to  color-blindness,  ocute- 
ues9  of  vision,  and  hearing, 
463] 
Excision  of  eye   402 

in  sympathetic  disease,  176 
rules  for,  185.314 
Eiclusioo  of  papil,  167 
Exophthalmic  goitre,  458 
Exophthalmos,  pulsating,  322 
ExostouB,  ivory,  of  orbit.  322 
Extraction  of  cataract  [>te  C^ala- 

Eyc  disease  in  relation  to  general 
diseases,  431 
protrusion  of,  62 
refracting  surfaces  of,  37 

Eyeball,  foreign  bodies  in,  186 


Eyelids,  d 
tumors  oa,  309 
ulcers  on,  94 
wounds  of,  320 


Facial  nerve,  paralysis  ol,  4S7 

"  False  image,    61 
■'  Far  point,"  49 
Feigned  blindness,  37,  279 
Fibro-fatty  growth,  309 
Field  of  fixation,  57 

of  vision,  44 
Fifth  nerve  paralysis,  467 
Filtration  scar,  301 
Focal  illumination,  64 

interval,  348 
Focus,  anterior,  of  eye,  3S 

conjugate,  of  a  lens,  31 

principal,  of  a  lens,  29 

virtual,  of  a  lens,  31 
Foreign  body  in  eye,  185 
in  orbit,  320 
on  cornea,  182 
FSrster's  operation,  204 
Fourth  nerve  paralysis,  371 
Fovea  cjmiralis,  74,  228 
Frontal  sinos,  dislensinn  of,  321 
Functioniil  disorders  of  sight,  265 
Fundus,  central  re^on  of,  74 

of  eye,  examination  of,  68 
Fusion  power  of  ocular  maaclee, 

37 


GenbiuIi  diseases   causing  eye 
disease,  431 

paralyaisofi  nsanc,  eye  diseases, 
454 
Giddiness  from  ocular  poralysia, 

373 
Glasses,  protective,  504 

( see  Spectacles ) 
Glaucoma,  287 

absolute,  291 
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Glaucoma,  eserine  in,  299 

field  of  vision  in,  289 

hemorrhagic,  306 

**  inflammatory,"  290 

malignum,  304 

mechanism,  295 

neuralgia  preceding,  298 

operations,  299,  410 

premonitory  stage,  288 

primary,  287 

prognosis  of,  302 

remittent,  290 

sclerotomy,  301 

second  operation,  303 

secondary,  167,  288,  304 
to  anterior  synechia,  304 
to  dislocation  of  lens,  209, 

305 
to  posterior  synechia,   157, 

170,  304 
to  sympathetic  iritis,  175, 304 
to  tumor,  305,  313 

simplexy  289 

subacute,  289 

theory  of  iridectomy,  300 

treatment,  298 

vitreous  humor  in,  294 
Glioma  of  retina,  310 
Goitre,  exophthalmic,  458 
Gonorrhoea!  iritis,  447 

ophthalmia,  104 
Gout,  cyditis,  170,  448 

eye  diseases,  448 

iritis,  159,  448 
Grafting,  391 
Granular  lids,  113 

ophthalmia,  113 
results,  118 
Granuloma  of  iris,  315 
Graves'  disease,  458 
Gummatous  sclerotitis,  166 

tarsitis,  307 
Gunshot  injuries,  184,  320 


Hard  cataract,  191 
[Hearing,  476] 

Heart  disease,  eye  diseases  in,  444 
Hemeralopia  (day  blindneas)^  277 
Hemianopia,  271,  454 
Hemorrhage  after  extraction,  204 


Hemorrhage  after  iridectomy,  415 

choroidal,  180,  217,  218,  334 

conjunctival,  109 
renal  retinitis,  233 

into  anterior  chamber,  180 

into  vitreous,  181,  285 

intraocular,  180 

orbital,  317,  438 

retinal,  233,  242,  438,  443 
causing  glaucoma,  305 
Hereditary  amblyopia,  270 

disease  of  retina,  248 

gout,  eye  diseases,  448 

syphilis,  eye  diseases,  433 
Herpes  of  conjunctiva,  111 

of  cornea,  135 

zoster,  457 
[Heterophoria,  368] 
Homatropine,  502 
Homonymous       diplopia       (see 

Diplopia). 
Hyalitis  {inflammation  of  vitreous) 

(see  Vitreous). 
Hydatid  of  orbit,  323 
Hydrocephalus,  453 
Hydrophthalmos,  149 
Hypersesthesia  of  retina,  274 
Hypermetropia,  340 

acquired,  342 

axial,  340 

haze  of  disk,  230 

tests  for,  345 
Hyphsema,  (blood  in  lower  part  of 

anterior  chamber) ^  180 
Hypopyon  (pus  in  lower  part  of 
anterior  chamber)^  133,  153 

ulcer,  corneal  section,  405 
Hysterical  amblyopia,  273 

ocular  paralysis,  379 


Image  formed  by  lenses,  31 
retinal  size  of,  61 
size  of,  in  E.,  H.,  and  My., 

38 
influence  of  lenses  on,  38 
Indirect  examination,  67,  70 
Influenza,  437 
Injuries  of  eyeball,  179 

of  orbit,  317 
Insofllciency,  muscular,  330 


S20 

Intraocular  tumors,  310 

hemorrhage  (fee  Hemorrhage) 
"Inverled  image,"  67 
Iridectomj,  408 

diHtortion  of  image  after, 


409 


1,417 


nglao 


1,162 


)0,  410 


Irideremia,  congenital,  163 
Iridochoroiditis,  169 

plastic,  ISO 
Iridocyclitis,  171 

traumatic,  171 
IrUlodesis,  410 
Iridoplegia  [paraiyeit  <^ iria) 

reflel,  377,  454 
Tridotomj,  412 
Iris,  absence  of,  163 

coloboma,  163 

color,  52, 153 

C^BtB,  314 

diffused  sarcoma  of,  31& 
diseases  of,  152 
epithelial  tumor,  314 
granuloma,  315 
normal  action  of,  376 
operations,  408 
paralysis,  181,  377 
sarcoma  of,  315 
tremuloDB,  ISO 
tubercle,  315 
tumors,  315 
vessels  of,  IS4 
wounds  of,  186 
Iritis,  152 
after  extraction,  205 


\ 


St  of,  158 
chronic  160 

glaucoma  secondary  to,  107,175' 
gonorrhteal,  447 
gouty,  159,  448 
hypopyon,  153 
"n  corneal  ulcer,  132,  IflO 

diabelea,  442 

interntitiul  keratitis,  144 
iridectomy,  112 
leeches  in,  161 


Iritis,  pain  in,  156 

paracentesis,  161 

plastic,  160,  176,  206 

pupil  in,  154 

results,  166 

rheumatic,  169,  446 

separation  of,  180 

serous,  155,  169 

spongy  eiudaUon,  154 

suppurative,  153,  171,  204 

sympathetic,  175 

syphilitic,  15S,  431 

tension  in,  154 

traumatic,  163,  171 

treatment  of,  161 

tulwrcleof,  160,  315 

tumors  of,  314 

with  nodules,  153,  160 
Iritomy,  412 

Irritation,  sympathetic,  172 
Isdaemia  reliim,  346 
Ivory  ei03l<»es,  322 


Kehatitis,  diffuse,  141 
filamentary,  135 
interstitial,  141,  434 

iritis  in,  144 
marginal,  128 
parenchymatous,  141 
pimelala,  147,  169,  175 

gaperjiciaiui,  135 
relapsing  bullous,  131 
strumous,  123 
syphilitic,  141,  432,  434 

Keratomalacia,  134 

Kidney  disease,  eye  disease 
441 


.ACHBVMAL  fthscess,  100 
apparatus,  diseases  of,  98 
canaliculi,  diseases  of,  !I9 
conjunctivitis,  11)1,  121 
gland  diseases,  3L9 
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Lachrymal  gland,  absceas  of,  310 

Loonmolor  ataiy,  optic  atrophy, 

tumors  of,  :i^4 

2.19,  454 

obstrudtion,  99 

Lupus,  95,  307 

punuta,  alteratioDB,  98 

conjunctival,  307 

xac  diseases,  100 

abscess,  100 

eiciflion  of,  102 

Macula  lutea,  73,  228 

stricture,  99,  395 

Maddox  rod,  367 

treatment  of,  101 

Magnet  for  removal  of  iron  chips. 

Lachrymation,  98 

186 

Lamellar  cataract,  102,  198,  207 

Malarial  fever,  eye  diseases,  437 

and  convulsions,  193 

Malignant  tnmora  {eee  Tumore) 

treatmeDt  of,  207 

Malingering,  37,  278 

i.miTHi  eHbT<m,  73 

Marginal  keratitis,  123 

Lateral  sclerosis,  eye  diseases,  454 

Measles,  eye  diseases  in,  436 

Lead  opacity  of  cornea,  151 

Megalopsia,  277 

-poisoning,  eye  diseases,  439 

Megrim,  eye  symptoms  in ,  450 

Lens,  aies  of,  28 

Meibomian  concretions,  93 

concave,  29 

Membranous    ophthalmia.    111, 

crystalline,  changes  preceding 

435 

cataract,  192 

dislocation,  209 

epidemic    cerebro-spinal,    eye 

diseases  in,  437 

myopia  due  to  chunges  in, 

ocular  paralysis  In,  ^78 

339 

optic  neuritis  in,  451 

senile  changes,  190 

syphilitic,  451 
tuberoular,  445,  452 

equator  of,  191 

foci  of,  29 

Mercurial  teeth,  401 

images  formed  by,  31 

Metastatic  growths,  312 

-    refraction  by,  29 

Micrococcus  of  trachoma,  116 

refractive  power  of,  34 

signs  for  convei  and  concave, 

Micropsia,  277 

42 

Miosis    (pemisteal    anitractUm    of 
p^pa)  457 

spherical  aberration,  30 

Lenses,  decentring  of,  35 

in  spinal  disease,  455 

paralytic,  376 

table  (if  spectocle,  in  dioptres 

Miotics,  action  of,  502 

and  inches,  42 

Leprosy,  eye  disease  in.  449 

in  myopia.  56,  329 

Lciicoeythieiaia,  eye  diseases  in. 

MdlitKwn  conlagim-an,  W3 

443 

Lcucoma,  126 

Morgagnian  calaract,  200 

Lice  on  eyelashes,  94 
Light,  efiect  of  intense,  24S 

Mucocele,  100 

Mnles'^operation,  404 

Lirneburn,  183 

Linear  extraction,  419 

Mumps,  eye  diseases  in,  436 

JlfiisHE  vUlla-ala,  277,  'SAO 

diplopia,  4->4 

of,  363 

^Mmodic.  S77 
tnnmatio,  181 
ICTdriatici,  aotion  o^  600 

ukl.327 

euisu<rf.88fi 

obon>idal  tdiaiwei  In,  WTI,  SI 

oMiipliadira^  880 

CNsemt,  22%  S81 


Navub  of  lidi  and  mniaDctiTK, 

325 
Naaal  duct,  diseaaea  of,  99 

probing,  102,  385 
"  Near  point,"  49 
Nebula,  lae 
Nerve,  facial,  paraljue,  4&7 

fifth,  paral^is,  457 

fourth,  paral^Bis,  371 

optjc,  inflammation  (see   Neu- 

atrophy  laee  Atrophj) 
Bixtb,  paralyBis,  370.  37S 
sympathetic,  paralysis  of,  457 
third,  paralysis,  373 


374 

physiology  of,  374 
Neuralgia,  eye  symploma  in,  450 
preceding  glaucoma,  293,  450 

nenritis,  450 
Neuritis,  optic,  appearances,  252 

descending,  250 

etiology  of,  252,  256 

in  cerebral  tumor,  451 

in  cerebritis,  452 


Iffl  iMniiwUi^  463 

in  ^fpbiulie  brain  diMMse. 

257.  452 
loss  of  hlood  in,  257,  438 
pathology  of,  250 
retro-ocular,  2S7,  26S 
right  in,  2 


Neurotomy,  optico-eiliary,  404 
Night-blindness,  220 

funotioual,  276 
Nitrate  of  silver  in  corneal  ulevr, 
137 
ophthalmia,  107 
in  Btainine  coDJunctiva,  Ul 
Nodal  point  of  eye,  38 
Nyctalopia  {nigkl-HindneBs),  9H0 

endemic,  27fi 
N^sta^mua,  380 
in  disaeminuted  sclerosis,  381 
miners'  381 


Objects,  apparent  size  of,  61 
Oblique  illDmination,  64 
Occlusion  of  pupil,  155 
Ucular  paralysis  ieee  ParatTsis} 
Onyx,  134 

Opaque  optic  nerve-fibres,  229 
Operation  for  abscess  of  orbit,  31S 
for  abscission  of  eye,  403 
for  artificial  pupil,  408 
for  canthoplasty,  392 
for  cataract,  202,  417 
causes  of  ftulure,  204 
eitractionj  417 
modified  linear,  419 
needling,  426 
old  flap,  421 
short  Bap,  420 
simple  linear,  419 
solution,  426 
suction,  427 
for  cauterization  of  oomea,  40T 
for  conical  cornea,  407 
for  distended  frontal  sinus,  322 
for  ectropion,  389 
for  electrolysis  of  hair-follicles. 
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Operation  for  entropion,  organic, 
384 

spasmodic,  384 
for  epilation,  382 
for  eversion  of  eyelids,  382 
for  evisceration  of  eyeball,  404 
for  excision  of  eye,  402 
for  foreign  body  on  cornea,  405 
for  hypopyon,  139,  407 
for  inspection  of  cornea  in  pho- 
tophobia, 383 
for  iridectomy,  408,  412 
for  iridodesis,  410 
for  iridotomy,  412 
for  lachrymal  abscess,  100 

stricture,  394 
for  Meibomian  cyst,  382 
for  paracentesis   of   anterior 

chamber,  406 
for  peritomy,  392 
for  ptosis,  391 
for  readjustment,  401 
for  sclerotomy,  415 
for  slitting  canaliculus,  394 
for  strabismus,  399 
for  symblepharon,  393 
[for  trachoma,  393] 
for  trichiasis,  384 
Ophthalmitis,  sympathetic,  175 
OphthcUmoplegia  externa,  374,  455 

irdemoy  378 
Ophthalmoscope,  505 
how  to  use,  67 
refraction,  80 
Ophthalmoscopic  examination,  ^Q 

direct  method,  67,  75 

indirect  method,  67,  70 
Optic  disk,  atrophy  of,  258,  453 

congestion,  252 

healthy,  71 

physiological  cup,  72 
nerve,  diseases  of,  250  (see  also 
Neuritis  and  Atrophy), 
from  syphilis,  257,  433 

injury  to,  263 

pathological  changes  in,  250 

sclerosis,  259 

sheath  of,  251 

tumors  of,  324 
papilla,  71 
Optical  outlines,  25 


Optico-ciliary  neurotomy,  404 
Orbicularis,  paralysis  of,  98,  457 

spasm,  127 
Orbit,  abscess  of,  318 

cellulitis  of,  318 

diseases  of,  316 

emphysema  of,  317 

foreign  body  in,  320 

hemorrhage,  317,  438 

pulsating  tumors  of,  322 

tumors,  321 

wounds  of,  320 
Oscillation  of  pupil,  51,  175 


Pannus  (extensive  superficial  va»- 
cularity  of  cornea),  119 
phlyctenular,  130 
trachomatous,  119 
Panophthalmitis,  171 
pysemic,  438 
traumatic,  171,  185 
Papillitis   (inflamnuUion    of  optic 

disk),  {see  Neuritis). 
Papillo-retinitis,  239,  256 
Paracentesis  of  anterior  chamber, 
406 
for  corneal  ulcer,  139 
for  glaucoma,  300 
for  iritis,  161 
Parallactic  movement,  237 
Paralysis,  associated,  455 
central,  456 
diphtheritic,  436 
in  spinal  disease,  454 
ocular,  369,  434 
causes  of,  378 
recurrent,  456 
treatment  of,  380 
of  cervical  sympathetic  nerve, 

457 
of  ciliary  muscle,  181,  378,435 
of  external  ocular  muscles,  368 
rectus  (sixth  nerve),  370, 378 
of  facial  nerve,  457 
of  fifth  nerve,  457 
of  internal  ocular  muscles,  181, 

377 
of  iris,  181,  376 
of   superior    oblique    (fourth 
nerve),  371 


vss^s 


I 


I'rim.  BCliM)  of,  2A,  jU 

namborinx  nf,  43 

iHM  of,  M,  330 
ntesUle  fpMHaclM,  33V 
PmbinK  niwil  dud.  S90 
Fmnwin  optic  BUnph^,  I 

PrniMrUon,  27 
ProUpoft  nr  Irin,  20H 

In   CHlArad  eximdina,  ' 

in  nrJemtnmy,  301,  417 
I'mpiiul*,  ic:.itl8 

ill  nrbllol  UinDW.  321 
Pmtnaiva  kIokmm,  fi04 
iViKlo-KtlomA,  -^^4 
I'lnrvsluni,  WJH 


■iir(|iJiiiriri  ijih|i«^ii.4: 


opbthaimu,  va 

Py>9u>,  «*e  disease  in.  438 


Qoufne  Miibljopis,  441 


401 

Recurrent  VBHCuiar  ulcer,  130 
KeBei  iridopl^a,  377,  454 
Kefracliun,  '& 

by  a  prism,  30 

by  cjlindricul  lens,  349 

by  retinoscopy,  80 

dntermlniitioa  by  ophthulmo- 
Kope,  7S 

•irrora,  326 
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Befractive  index,  25 
Regulations  for  admission  to  pub- 
lic services  (see  Appendix ) 
Relapsing  fever,  eye  diseases,  437 
Relative  accommodation ,  50 
Renal  disease,  eye  diseases,  441 
Retina,  anaesthesia,  273 

appearances  in  disease,  230 
in  health,  73,  227 

atrophy,  234 

bloodvessels,  73,  227 

concussion,  182 

congestion,  229 

detachment,  235,  334 

diseases,  227 

functional  diseases,  276 

glioma,  310 

hemorrhage  in,  233,  242.  437 
443 

hypersesthesia,  274 

pigmentation,  233,  246 

** shot-silk"  appearance,  228 

vessels  of,  73 
Retinal  embolism,  243,  445 

hemorrhage,  243,  437,  443 

image,  39 
influence  of  lenses  on  size,  38 

thrombosis,  243,  444 
Retinitis,  albuminuric,  239,  441 

apoplectictty  243 

circinata,  249 

diabetic,  442 

diffused,  230 

from  anaemia,  444 

from  intense  light,  248 

from  leucocythsemia,  243,  443 

from  malarial  disease,  437 

hcemorrhagica,  242,  448 

pigmentosttf  246 

proliferan8f  249 

renal  (see  Albuminuric) 

syphilitic,  237,  432 

with  choroiditis,  211, 215,  234 

with  optic  neuritis,  256 
Retinoscopy,  81 
Rheumatism,  eye  diseases,  446 

in  ophthalmia  neonatorum,  448 
Ring  scotoma,  239 
Ripening  cataract,  operation,  204 
Rodent  ulcer,  94 
Rotation  of  eye,  centre  of,  39 


Rupture  of  choroid,  180,  217 
of  eyeball,  179 


Saemisch's  operation,  139 
Sago-grain  granulations,  114 
Salmon-patch,  143 
Sarcoma  of  choroid,  311 

of  ciliary  body,  311 

of  front  of  the  eye,  310 

of  iris,  315 

of  sclerotic,  310 
Scalds  of  eye,  183 
Scarlet  fever,  eye  disease,  43  4 
Scarring  of  conjunctiva,  118 
Scleral  puncture,  300 

ring,  73 
Scleritin,  165 

gummatous,  167 
Sclero-iritis,  167 

-keratitis,  167 
Sclerosis  of  optic  nerves,  259 
Sclerotic  rupture,  179 

wounds,  184 
Sclerotico-choroiditis,    posterior, 

222 
Sclerotomy,  301,415 
Scotoma  (an  area  of  defect  or  blind- 
ness in  the  visual  field)  j  269 

central,  269 

scintillating,  450 
Scurvy,  eye  disease,  438 
Secondary  cataract,  195 

divergence,  368 

glaucoma,  287,  304 

operations  for  cataract,  425 

squint,  58 
Senile    changes   in   accommoda- 
tion, 358 
in  choroid,  222 
in  lens,  190 

failure  of  vision,  48 
Septicaemia,  eye  diseases,  438 
Serous  iritis,  155,  169 
Serpiginous  ulcer,  132 
Setons  in  ulcers  of  cornea,  138 
Shades,  504 
Shadow  test,  81 
Short  sight,  327 
Sight,  acuteness  of,  48 
tests  for,  48 


Sight  »ft«r  c 
207 


t  operalio 


I 


Sight  Held,  44 

for  colorsj  279 

optic  neuritis,  255 

optical  conditions  of  clear,  39 
Silver  ataining  of  canjunctivu, 

151 
SkiHBCopy,  81 

Sloughing  of  cornea,  106.  1»4 
Smallpox,  eye  disease,  434 
Bnelten's  operation  for  trichiasis, 

387 
Snow-blindnesa,  124 
Soft  cataract,  191 
Salotion  of  cntnract,  202 
Sparkling  Bynchysis,  284 
Spasm  of  uccammodation,  330 
Spectacles  in  astigmHliHm,  355 

in  an  igometropia,  355 

in  hypermetropia,  345 

in  myopia,  337 

in  presbyopia.  35S 

lenses,  table  of,  42 

prismatic,  339 
Spinal  cord  di^ase,  eye  diBeases 

4i3 
Spongy  eiodation  in  iritin,  l.)4 
Spring  catarrh.  122, 130 
Squint  (nee  StrabisinuH ) 
Staphyloma  ( -i  b.tlyiii'j  of  tlie  >rte~ 
rotle  or  CMTiiri),  168 

anterior,  16)i 

posterior,  222,  3^4 
StiUieidium Luihrnmaiajn,  98 
SlDDiBtitic  leeth,  4Q1 
Strabismus,  57,  XQ 

a1t«matins,  57.  3(14 

angular  measurement  of,  58 

apparent  (foot-note),  58 

caatea  of,  364 

concomitant,  58,  365 

convergent,  58,  363 

detinition  and  varieties  of,  57, 
360 

divergent,  57,  306 


from  disease,  363 
in  hypcrmetropia,  3 
in  myopia,  32'j 
latent  divergent,  367 


Strahisii 

operation  for,  397 

paralytic,  5M,  369 

(leculiaritieB  of,  373 

periodic,  68,  365 

primary,  58 

aecoodary,  58 

spontaneous  diaappearance   of, 
266 
Strentfeild's operation  for  tricliia- 

sis,  3M7 
Strite  of  refraction,  192 
^Iramous  eye  diteascii,  44U 

ophthalmia,  123 
Stye,  91 

Suction  of  cataract,  202 
SappreaiiioD  of  image.  265 
Suppuration    after 


175 

irritation,  172, 174 
oerve,  paralysis  of,  457 

ophthalmitis,  175 
theories  of,  172 

Synchysis,  sparkling,  284 
Gyndectomy,  121 
Synechia  (adluauHt  uf  iris] 
nular,  155 

causing  glaucoma,  157 

posterior.  152 


eye  diseases,  431 

iritis,  431 

keratitis,  145,  432 

ocular  para  lysis,  432 

retinitis,  432 
brain  disease,  257,  433,  452 
inherited,  chore  id  itia,  433 

eye  disease,  433 

iritis,  433 

keratitis,  141,  434 

retinitis,  434 
sclerotitis,  167 
UrKitis,  307 
ulcers  of  eyelids,  06 
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Syphilitic  optic  atrophj,  433 
neuritis,  433 

teeth,  459 
Syriuges,  lachrymal,  397 

for  cataract  section,  428 


Tarsitis,  syphilitic,  307 
Teeth  in  lamellar  cataract,  459 

syphilitic,  469 
Tenotomy,  397 

Tension  of  the  eyeball,  examina- 
tion, 43 
diminished,  171 
increased,  287 
in  glaucoma,  287,  289 
in  intraocular  tumors,  305 
in  iritis,  154 
in  paralysis  of  the  fifth  nerve, 

298 
variation,  44 
Test  types,  48,  505 
Third  nerve  paralysis,  373 
Thrombosis  of  cavernous  sinus, 
319 
of  retinal  artery,  243,  444 
vein,  242 
Tinea  tarsi,  89 

Tobacco  amblyopia,  270,  439 
Total  posterior  synechia,  155 
Toxic  amblyopia,  270 
Trachoma,  113 
coccus  of,  116 
[Knapp's  operation,  393] 
Traumatic  astigmatism,  182 
cataract,  208 
cyclopegia,  181 
iridocyclitis,  171 
iridoplegia,  181 
iritis,  163 
myopia,  182 

panophthalmitis,  171,  185 
ptosb,  318 
Trichiasis,  119 

congenital,  97 
Tubercle  of  choroid,  217,  225, 
445 
of  conjunctiva,  96 
of  iris,  315 
Tuberculosis,  eye  diseases,  445 
Tumors,  intraocular,  310 


Tumors,  malignant,  309 

metastatic,  312 

of  eye,  307 

of  eyelids,  307 

of  front  of  eyeball,  307 

of  orbit,  321 
Typhus  fever,  eye  disease,  434 


Ulcers  of  cornea  (nee  Cornea) 
of  lids,  lupus,  95 
rodent,  94 
syphilitic,  95 
Undiscovered  blindness   of   one 

eye,  267 
Unequal   refraction   of  the   two 

eyes,  355 
Ursemic  amaurosis,  445 


V  Y  OPEEATION    for    ectropion, 

390 
Van  Millingen's  operation  for  tri- 
chiasis, 3^8 
Venae  vorticosae,  212 
Vessels  of  anterior  part  of  eve- 
ball,  52 
Virtual  image,  size  of,  32 
Vision  («ee  Sight) 
|acuteness  of,  474] 
change  of,  474] 
ield  of  [474]   (see  Field  and 
Sight) 
Visual  angle,  37 

axis,  38 
Vitreous,  diseases  of,  282 
dust-like  opacities,  282 
examination,  75,  283 
hemorrhage,  285 
traumatic,  285 
humor,  cholesterin  in,  284 
in  iridocyclitis,  169,  286 
in  myopia,  285,  334 
in  retinitis,  286 
opacities,  282 
parasites  in,  285 
in  choroiditis,  221,  285 


Wartb,  93 
conjunctival,  307 


"WftfKred   ailk"   appearance  of 

retina,  228 
Waxy  »li«k,  220,  247 
Wernicke's  leet,  272 
Whooping-congh,    eye    disease, 


of  eyelids,  320 
^i  orbit,  320 


palpebrarum,  93 
XerophLhalmia,  124 
Xerosis  of  iranjuDctiva,  124,  27G 


ZoMB,  ciroumcortiea!,  54 

dangerous,  ITS 
Zonular  cataract  (xcc  Lamellai 


^ 


